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ehelps to prevent or correct certain vitamin deficiencies 
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New Creamalin: 


Antacid Tablets 


Buffers fast'* for fast relief of pain— 
takes up more acid 


Heals ulcer fast—action more prolonged in vivo 


Has superior action of a liquid, with the 
convenience of a tablet’ 

Each new Creamalin antacid tablet contains 320 mg. of specially 
processed, highly reactive dried aluminum hydroxide gel (stabilized 
with hexitol) with 75 mg. of magnesium hydroxide. New Creamalin 
tablets are pleasant tasting and smooth, not gritty. They do not cause 
constipation or electrolyte disturbance. 

Dosage: Gastric hyperacidity — from 2 to 4 tablets as needed. 

Peptic ulcer or gastritis — from 2 to 4 tablets every two to four hours. 
How Supplied: Creamalin Tablets, bottles of 50, 100, 200 and 1000. 
Also available: New Creamalin Liquid (1 teaspoon=1 tablet), 
bottles of 8 and 16 fl. oz. 


References: 1. Schwartz, I. R.: Current Therap. Res. 3:29, Feb., 1961. 
2. Beekman, S. M.: J. Am. Pharm. A. (Scient. Ed.) 49:191, April, 1960. 
3. Hinkel, E. T., Jr.; Fisher, M. P., and Tainter, M. L.: J. Am. Pharm. A. 


( ’ (Scient. Ed.) 48:381, July, 1959. 4. Data in the files of the Department 
LABORATORIES of Medical Research, Winthrop Laboratories. 5. Hinkel, E. T., Jr. ; Fisher, M. P., 
New York 18, N.Y. and Tainter, M. L.: J. Am. Pharm. A. (Scient. Ed.) 48:384, July, 1959. 
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Put your 
low-back patient 
back on the payroll 


Soma relieves stiffness 
—stops pain, too 


YOUR CONCERN: Rapid relief from pain for your 
patient. Get him back to his normal activity, fast! 


HOW SOMA HELPS: Soma provides direct pain relief 
while it relaxes muscle spasm. 


YOUR RESULTS: With pain relieved, stiffness gone, 
your patient is soon restored to full activity—often 
in days instead of weeks. 





Kestler reports in controlled study: Average 
time for restoring patients to full activity: with 
Soma, 11.5 days; without Soma, 41 days. (J.A. 
M.A. Vol. 172, No. 18, April 30, 1960.) 











Soma is notably safe. Side effects are rare. Drow- 
siness may occur, but usually only in higher dosages. 
Soma is available in 350 mg. tablets. USUAL DOSAGE: 
1 TABLET Q.1.D. 


- 
Wallace Laboratories, Cra 


(carisoprodol, Wallace) 
nbury, New Jersey 





ronchitis 
and — 
cystitis 


or other 
infections 


antibiotic therapy with 


ECLC 


CAPSULES, 150 mg., 75 mg. Dosage: Average infections— 
150 mg. four times daily. Severe infections—Initial dose of 
300 mg., then 150 mg. every six hours. 

PEDIATRIC DROPS, 60:mg./cc. in 10 cc. bottle with cali- 
brated, plastic dropper. Dosage: 1 to 2 drops. (3 to 6.mg.) 
per pound body weight per day — divided into four doses. 
SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored). 
Dosage: 3 to 6 mg. per pound body weight per day—divided 
into four doses. 


PRECAUTIONS —As with other antibiotics, DECLOMYCIN may 
occasionally give rise to glossitis, stomatitis, proctitis, nausea, 
diarrhea, vaginitis or dermatitis. A photodynamic reaction to 
sunlight .has -been observed in a few patients On DECLOMYCIN. 
Although reversible by discontinuing therapy, patients should 
avoid exposure to intense sunlight. If adverse reaction or idio- 
syncrasy occurs, discontinue medication. 

Overgrowth of nonsusceptible organisms is a possibility with 
DECLOMYCIN, as with other antibiotics, and demands that the 
patient be kept under constant observation. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York p> 
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un added measure of protection 


YCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


against relapse— up to 6 days’ activity on 4 days’ dosage 
against secondary infection— sustained high activity levels 
against “problem” pathogens— positive broad-spectrum antibiosis 


Pian now to attend the AMA Clinica! Session in Denver, November 27-30. 
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effective, palatable, economical 


CREMOSUXIDINE® [ SULFASUXIDINE® SUCCINYLSULFATHIAZOLE SUSPENSION WITH KAOLIN AND PECTIN] 
reduces fluidity of stools, reduces enteric bacteria, adsorbs toxins, and soothes 
the irritated intestinal mucosa. 

Chocolate-mint flavored...readily accepted by patients of all ages. 


Additional information on CREMOSUXIDINE is available to physicians on request. 


Eisl=) MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


CREMOSUKIDINE AND SULFASUXIDINE ARE TRADEMARKS OF MERCK & CO., INC, 
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ane PHENAPHEN 


(Bas for 


In each capsule: Phenacetin (3 gr.) 194.0 mg.; 


acetylsalicylic acid (24% gr.) 162.0 mg.; hyos- 


cyamine sulfate 0.031 mg.; and phenobarbital 
(% gr.) 16.2 mg. 


ca) PHENAPHEN No. 2 


PHENAPHEN with Codeine Vy gr. 


PHENAPHEN No.3 


PHENAPHEN with Codeine Vy gr. 


Ge) pHENAPHEN No.4 


PHENAPHEN with Codeine 1 gr. 
SUPPLY: Bottles of 100 and 500 capsules. 


the urgent need: 


restful 
release 
from 
pain 


sedative-enhanced analgesia 


To each ‘‘according to his need’’ — maximum safe anal- 
gesia through time-and-pain-tested synergistic formula- 
tions, in four strengths for individualized prescription. 


PHENAPHEN &= 


PHENAPHEN’ “™ CODEINE 


A. H. ROBINS CoO., INC., Richmond 20, Virginia 


Making today’s medicines with integrity ... seeking tomorrow’s with persistence 
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“flu’than a simple 
cold, but an antibiotic 
IS not indicated 
prescribe NEW 


WIN-CODIN Tablets 


New Win-Codin tablets provide greater symptomatic relief 
from influenza, colds and sinusitis than do simple analgesic- 
antihistamine combinations. New Win-Codin tablets contain 
a full complement of the most effective agents available to 
relieve general discomfort, bring down fever and lessen 
congestive symptoms. 

Each tablet contains: 

Codeine phosphate 15 mg.—to relieve local and generalized 
pain and control dry cough 

Neo-Synephrine® 10 mg.—to shrink nasal membranes and 
open sinus ostia 

Acetylsalicyclic acid 300 mg. (5 grains)—to reduce fever and 
relieve aching 

Chlorpheniramine maleate 2 mg.—an antihistamine to shrink 
engorged membranes and lessen rhinorrhea 

Ascorbic acid (vitamin C) 50 mg.—to increase resistance to 
infections? 


New Win-Codin tablets will bring more comfort to many 
patients suffering from severe colds, influenza or sinusitis. 


Average dose: Adults, 1 or 2 tablets three times daily; children 
6 to 12 years, from 4 to | tablet three times daily. 
Available in bottles of 100 (Class B narcotic). 


LABORATORIES *Trademark For persons with vitamin C deficiency 
New York 18, N. Y. Neo-Synephrine (brand of phenylephrine), trademark reg. U. S. Pat. Off, 
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President’s Page 


CON-CON DELEGATES—AND YOU 


President 


Michigan State Medical Society 


President's Pages are written quite a few weeks in 
advance of the time they are read. Consequently, on 
such a topical subject as the Constitutional Convention, 
it is difficult to project comment which will subsequently 
jibe with developments. 


However, certain factors relating to Con-Con are 
fundamental and important. | invite your attention to 
them because your actions and mine can affect both 
medical practice and our everyday living patterns. 


Most important is that we keep up-to-date on Con- 
Con issues; that we know the facts regarding these is- 
sues. And then, applying good judgment, we should 
express our opinions. Generally, we are in a better po- 
sition to accomplish this than the great majority of 
Michigan citizenry. 


Everyone accepts such advice and comment if it comes 
from someone they know and trust—and the Con-Con 
delegate is no exception. These delegates are perform- 
ing a valuable service as they study the great issues of 
government whether their work is finally approved or 
not. Many of them are doing this work at a financial 
loss and with a significant sacrifice of time. By and 
large, they are dedicated people. We can do no less 
than recognize these facts. And having recognized 
them, our approach to the delegate offering our infor- 
mation and service cannot help but be properly given 
and well received. 


County Medical Societies which take steps to invite 
Con-Con representatives to meet with them—just as 
they host state and national legislative representatives— 
to explore subject areas of general concern to citizens as 
well as those of particular interest to medicine, will be 
rendering a fine service to both their profession and 
their state. 








Doctor Engelke Installed; 
Doctor Owen Elected 


Otto K. Engelke, M.D., Ann Arbor, was installed at the 1961 
Annual Session at Grand Rapids as President for the Michigan State 
Medical Society for 1961-1962. He was installed by Kenneth H. 
Johnson, M.D., Lansing, who was lauded for his outstanding service 
as President, Speaker of the House and Vice-Speaker. 

Clarence I. Owen, M.D., Detroit, was the unanimous choice as 
President-Elect. An interesting sidelight will develop next year when 
Doctor Owen is installed as president for 1962-1963—he will be 
President for two days while his wife is completing her current year 
as President of the Woman’s Auxiliary. This will be the first time 
in MSMS history that the top offices in the two organizations have 
been held by husband and wife. 


* + * 


IN THE HOUSE of Delegates election, James J. Lightbody, M.D., 
Detroit, and Harold F. Falls, M.D., Ann Arbor, were re-elected as 
Speaker and Vice-Speaker, respectively. 

The House elected the following Councilors—William S. Carpenter, 
M.D., and Edgar E. Martmer, M.D., both of Detroit; Harvey C 
Hansen, M.D., Battle Creek; William A. Scott, M.D., Kalamazoo, 
re-elected; C. Allen Payne, M.D., Grand Rapids, re-elected; H. H. 
Hiscock, M.D., Flint, re-elected; D. Roemer Smith, M.D., Iron 
Mountain; and Bradley M. Harris, M.D., Ypsilanti, re-elected. Dr. 
Carpenter fills the Councilor post formerly held by Arthur E. Schiller, 
M.D., Detroit; Dr. Hansen succeeds H. J. Meier, M.D., Coldwater; 
and Dr. Smith succeeds T. P. Wickliffe. M.D., Calumet—all three 


men resigning their positions. 


* * * 


IN THE REORGANIZATION of The Council, O. B. McGilli- 
cuddy, M.D., Lansing, was chosen as the new Chairman to succeed 
Dr. Meier. O. J. Johnson, M.D., Bay City, was selected Vice- 
Chairman, to succeed Dr. Wickliffe. 

Three new chairmen of Council standing committees were selected 
—Dr. Mason, County Societies Committee; Dr. Scott, Publications 
Committee, and Warren W. Babcock, M.D., Detroit, Finance Com- 
mittee. 

The following were elected AMA Delegates—W. A. Hyland, 
M.D., Grand Rapids; O. J. Johnson, M.D., Bay City; Luther R. 
Leader, M.D., Detroit; J. R. Heidenreich, M.D., Daggett. 

The following were elected AMA Alternate Delegates—G. B. 
Saltonstall, M.D., Charlevoix; J. M. Wellman, M.D., Lansing; Sidney 
Adler, M.D., Detroit; B. M. Harris, M.D., Ypsilanti. 


The following were elected to fill unexpired terms of Alternate 
Delegates: C. I. Owen, M.D., Detroit; R. E. Rice, M.D., Greenville. 
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Visiting with the guard in front of the bunga- 
low-entrance to the exhibits are Albert E. Heus- 
tis, M.D., Lansing, state health commissioner, 
and Louis Bailey, M.D., Detroit, assistant-editor 
of the JourNat 


Mrs. Clarence I. Owen, left, Detroit, was installed as the new 
president of the Woman’s Auxiliary. Left to right with Mrs. Owen 
are Mrs. J. Earl McIntyre, Lansing, installing officer; Mrs. Paul 
Ivkovich, Reed City, outgoing president, and Mrs. Ross V. Taylor, 
Jackson, president-elect. 


One of the entries in the Auxiliary-sponsored Art Exhibit is ad- 
mired by C. Allen Payne, M.D., right, Grand Rapids, counselor; 
Mrs. Robert Emerick, Fremont, exhibit chairman, and Mr. Robert 
Yonkers, Director of Hackley Art Gallery, Muskegon. 
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A certificate of appreciation is given to 
Kenneth H. Johnson, M.D., right, outgo- 
ing MSMS president, by Otto K. Engelke 
M.D., new president, before the House of 
Delegates. 








George P. Raynale, M.D., is mighty 
proud of the citation as “Michigan's Fore- 
most Family Physician’ following his 
election by the House. James J. Light- 
body, M.D., right, speaker of the House, 
made the presentation 


The coveted Michigan State Medical Society 50-Year Award was given at the 1961 Annual Session at Grand Rapids 
to the following men: Seated (left to right) Raymond S$. Goux, M.D., Detroit; Howard H. Cummings, M.D., Ann 
Arbor; Robert D. Scott, M.D., Flint; Henry J. Vandenberg, M.D., Grand Rapids; Henry R. Carstens, M.D., Birmingham. 
Standing (left to right) George R. Goering, M.D., Flint; Joseph A. Bakst, M.D., Detroit; Elisha S. Sevensma, M.D., 
Grand Rapids; Ernest W. Dales, M.D., Grand Rapids; G. Howard Southwick, M.D., Grand Rapids; LeRoy W. Hull, 
M.D., Detroit, and Charles J. Jentzen, M.D., Detroit. Also receiving the award were: Wyman D. Barrett, M.D., Glen 
B. Carpenter, M.D., Harry F. Dibble, M.D., R. R. Goldstone, M.D., and H Walter Reed, M.D., all of Detroit, and Buena- 
ventura Jimenez, M.D., Ann Arbor. 
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Honor 20 Members For 50 Years 


of Service 


One thousand years of medical service to the people 
of Michigan were recognized at the annual meeting 
of the Michigan State Medical Society. 

Twenty doctors were honored by the MSMS House 
of Delegates for having completed 50 years of service 
each. Thirteen men were present to receive their 50- 
year pins; the others will receive theirs by mail. 

The doctors who were honored were: 

Ann Arbor—Howard H. Cummings, Buenaventura 
Jimenez. 

Bellevue—Fred L. Arner. 

Birmingham—Henry R. Carstens. 

Detroit—Joseph A. Bakset, Wyman D. Barrett, 
Glenn B. Carpenter, Harry F. Dibble, R. R. Goldstone, 
Raymond R. Goux, LeRoy W. Hull, Charles J. Jent- 
gen, H. Walter Reed. 

Flint—George R. Goering, Robert D. Scott. 

Grand Rapids—Ernest W. Dales, Elisha S. Seven- 
sma, Ansel B. Smith, G. Howard Southwick, Henry 
J. VandenBerg. 


Woman's Auxiliary Elects Officers 


The Woman’s Auxiliary to the Michigan State 
Medical Society elected officers as one of the high- 
lights at the annual meeting at Grand Rapid 

Mrs. Ross V. Taylor, of Jackson, was elected 
President-Elect. 

The ceremonies featured the installation of Mrs. 
Clarence I. Owen, Detroit, as president for 1961-62. 
She succeeds Mrs. Paul Ivkovich, Reed City. 

Selected with Mrs. Taylor at the annual election 
were: Mrs. H. J. Himmelberger, Lansing, First Vice 
President; Mrs. Milton R. Weed, Detroit, Second 
Vice President; Mrs. Ernest Griffin, Flint, Recording 
Secretary; Mrs. F. P. Rhoades, Detroit, Financial Sec- 


retary, and Mrs. Robert Clarke, Grosse Pointe, Treas- 
urer. 

Elected as District Directors were: Mrs. Earl Wes- 
ton, Birmingham; Mrs. Grover Fattic, Niles; Mrs. 
Charles Schoff, Midland; Mrs. John Heidenreich, Dag- 
gett; Mrs. Jerald Drake, Petoskey. 

In addition to an excellent program and active 
business meeting, the Auxiliary received many compli- 
ments for the Art Exhibit which it inaugurated this 
year. Doctors and their wives were invited to exhibit, 
and the display showed many fine works at the Pant- 
lind Hotel lobby balcony. 


What They Said 
About the Annual Session 


On behalf of the senior representatives to the House of 
Delegates meeting from Wayne State University, I should 
like to express our deepest thanks to you and the Society 
for granting us the privilege to be in attendance. We 
found the meetings interesting as well as very informative. 
I have personally expressed my feelings to the officers of 
our Junior and Sophomore classes and I can assure you 
that the full complement of six representatives from Wayne 
State will be present next year should the invitation be again 
extended. 

Drake Duane, President 
Wayne State University 
Chapter of Student 

American Medical Association 

I would like to express my deep appreciation for your 
kind invitation to attend the Session of the Michigan State 
Medical Society, recently held in Grand Rapids. While I was 
only able to attend the Business Meetings of the first two 
days, I was impressed by the conduct of your House of Dele- 
gates, and I might say that I have never seen a better 
informed House as a whole, concerning the problems that face 
organized medicine. You are to be warmly congratulated 
on the way in which you disseminate information. If every 
state would follow your example I think we could reduce 
our problems to a minimum. 

G. A. Owstey, M.D., President 
Indiana State Medical Association 





December 6 Annual Symposium on Trauma 


January 25-26 Symposium on Blood 
February 3 
February 3 Michigan Society of Gerontology 
February 10 

February 9-10 


Feb. 28, March 1-2 


Michigan Heart Day 
Congress of the Professions 
Michigan Clinical Institute 





MICHIGAN MEDICAL MEETINGS AND CLINIC DAYS 


County Secretaries-Public: Relations Seminar 


Detroit 

Michigan State University, East Lansing 
Wayne County Medical Society, Detroit 
Muskegon—Occidental Hote! 

Statler Hotel, Detroit 

Kellogg Center, East Lansing 

Detroit 
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who — i 
cOyghed? 


WHENEVER COUGH THERAPY 
IS INDICATED 


THE COMPLETE Rx FOR COUGH CONTROL | 


cough sedative | antihistamine 
nasal decongestant expectorant 






= relieves cough and associated symptoms 
in 15-20 minutes » effective for 6 hours or 
longer = promotes expectoration = rarely 
constipates = agreeably cherry-flavored 


Each teaspoonful (5 cc.) of HYcomINe* Syrup contains 
Hycodan® 


+ Nag a Bitartrate rane mg. | 

(Warning: May be habit-forming 6.5 mg 
Homatropine Methylbromide . . 1.5 mg. 

Pyrilamine Maleate . iciaee 2232.0 mg 

Phenylephrine Hydrochloride . . . - . . . 10mg 

menu, CHIGKGBR ee ak eS 60 mg 

moaam) Citrate (ee ese. 85 mg 


Average adult dose: One teaspoonful after meals and at 
bedtime, May be habit-forming. Federal law permits ora 
prescription 
j ~_Literature on request 
ENDO LABORATORIES 
Richmond Hill 18, New York 


Acts within minutes—KOAGAMIN, unlike other hemostatic agents, acts quickly in minimal 
dosages. Working on the late phases of the clotting mechanism, KOAGAMIN does not require 
massive and prolonged pre- or postoperative dosages to control capillary and venous bleeding. 
Acts with predictable safety—In 20 years of clinical use, no toxic or side actions have been 
reported with KOAGAMIN. Bleeding is arrested without danger of thrombosis, and because 
KOAGAMIN contains no protein or alkaloid, it can be administered without danger of sensi- 
tization or untoward reactions. 

Acts effectively in a broad range of indications—Because of its unparalleled safety and 
outstanding effectiveness, KOAGAMIN has been successfully employed in...hemorrhagic dis- 
eases, abnormal bleeding, blood disorders, surgical cases and trauma. 


KOAGAMIN, an aqueous solution of oxalic (5 mg. per cc.) and malonic (2.5 mg. per cc.) acids for parenteral 
use, is supplied in 10-cc. diaphragm-stoppered vials. 


CHATHAM PHARMACEUTICALS, INC * NEWARK 2, NEW JERSEY Z , ) 
Distributed in Canada by Austin Laboratories, Limited, Guelph, Ontario 


BEFORE, DURING AND AFTER SURGERY 


KOAGAMIN 


4 ( . hemostat) 


bleeding 
with 
minimal 
osage and 
112 X11 


safety 
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(rend is to 


- Terram 


OXYTETRACYCLINE WITH GLUCOSAMINE 





mycin 


Blosiitataets| ‘otitis otitis media i S just one reasot 








demonstrates the effectiveness of Terra- 
mycin in otitis media... another reason for the trend 
to Terramycin. 


In a series of 41 cases of otitis media, Terramycin not 
only 

but also showed that 

oral dosage for infants was 250 to 375 
mg. daily, for children, 500 mg. to 1 Gm. In many 
instances, oral therapy was preceded by intramus- 


cular injection of Terramycin. 


The authors concluded that 
| Terramycin | 


These findings confirm the continuing vitality and 
broad-spectrum dependability of Terramycin, as re- 
ported through more than a decade of extensive clini- 
cal use. 


OXYTETRACYCLINE WITH GLUCOSAMINE 


‘Terram in 


HWATRIC DRI 
* eo i 


ae 


125mg. per tsp. and §mg. per drop (100 mg./cc.), respectively 


deliciously fruit-flavored aqueous dosage forms — 
convemently preconstituted 


Science for the world’s well-being® 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. 
New York 17, N. Y. 


In brief | 





The dependability of Terramycin in daily practice 
is based on its broad range of antimicrobial 
effectiveness, excellent toleration, and low order 

of toxicity. As with other broad-spectrum 
antibiotics, overgrowth of nonsusceptible organisms 
may develop. If this occurs, discontinue the 
medication and institute appropriate specific 
therapy as indicated by susceptibility testing. 
Glossitis and allergic reactions are rare. Aluminum 
hydroxide gel may decrease antibiotic absorption 
and is contraindicated. 

More detailed professional information available on request. 


TERRAMYCIN Capsules 


250 mg. and 125 mg. per capsule— 
for convenient initial or maintenance 
therapy in adults and older children 
TERRAMYCIN Intramuscular Solution 
50 mg./cc. in 10 cc. vials; 100 mg. and 
250 mg. in 2 cc. ampules—preconsti- 
tuted, ready to use where intra- 
muscular therapy is indicated 








Why Homer Jackson’s work is important to you... 


Talking on the radio-telephone is 
Homer “Bud” Jackson, both a scientist 
and a hard-working buyer for a company 
processing Florida oranges into frozen 
juice concentrate. 

He has just made a decision that’s 
important to you. He has analyzed some 
sample oranges from the grove in the 
background and found that they have 
the optimal amount of sugar, of acid, 


and are of the proper texture. (Testing 
for vitamin C comes later.) Homer 
Jackson knows that these oranges are of 
a quality to meet the exacting regula- 
tions required by the Florida Citrus 
Commission. 

These standards for quality in citrus 
products are the highest in the world. 
This is important to you and your pa- 
tients because juice made from the best 


ion, Lakeland, Florida 


oranges will be nutritionally best for 
your patients. It will contain abundant 
amounts of vitamin C and rich, natural 
fruit sugars. 


It’s good nutrition to encourage peo- 
ple to drink orange juice. It makes good 
sense to persuade them to drink orange 
juice that you snow tastes good, has the 
right sugar-acid ratio, and is packed full 
of nutritionally important vitamin C, 





HOW 
CARTRAX 


OFFERS 
BETTER PROTECTION 
AGAINST ANGINA PECTORIS 
THAN VASODILATORS 
ALONE: 


ATARAX* P 3 
CUTS DOWN PETN 


ON CORONARY ' INCREASES 
DEMAND DUE TO _ CORONARY BLOOD 


TENSION AND SUPPLY 
ANXIETY 


TOGETHER—IN CARTRAX... 


they decrease “length, severity, and amount of angina pectoris” in 
anxious Cardiacs.’ 


Give your angina patient better protection by balancing supply and 
demand...with CARTRAX. 


note: Should be given with caution in glaucoma. 


dosage: Begin with 1 to 2 yellow CARTRAX “10” tablets (10 mg. PETN plus 
10 mg. Atarax) 3 to 4 times daily. When indicated, this may be increased by 
switching to pink CARTRAX “20” tablets (20 mg. PETN plus 10 mg. Atarax). 
For convenience, write “CARTRAX 10” or “CARTRAX 20.” 

Supplied in bottles of 100. Prescription only. 


1. Clark, T. E., and Jochem, G. G.: Angiology 11:361 (Aug.) 1960. 


*brand of hydroxyzine **pentaerythritol tetranitrate 


@ 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being® 
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ARMOUR PHARMACEUTICAL COMPANY 
ANNOUNCES THE FIRST SELECTIVE TENSITROPIC 


L =o F C A 


lam pleased to inform you of the latest development in our Company's continuing research 
for superior chemotherapeutic agents. 


For patients suffering from tension/anxiety states, we are offering the medical profession 
Listica— a new and selectively different monocarbamate. Frankly, we would be hesitant 


about entering a field already crowded with good drugs were it not for the marked 
differences Listica presents. 


Listica is not ‘just another tranquilizer.” We, therefore, call it The First Selective Ten- 
sitropic. Here are the reasons why: 


New Listica allays tension/anxiety in as many as 89% of cases by selectively inhibiting 
impulses through internuncial pathways of the central nervous system. However, it does 
not affect the unconditioned response; thus, Listica does not induce apathy or impair acuity. 


The past three and one-half years of clinical studies have demonstrated the safety and 
efficacy of Listica in 1,759 patients. There have been no reports of contraindications, 
toxicity, habituation or serious side effects. 


One tablet q.i.d. is adequate dosage to allay tension/anxiety, maintain acuity, and promote 
eunoia*—'‘a normal mental state.” This simple, effective dose remains the same, even 
in maintenance therapy. 


We are sending you samples and published clinical reports on Listica. We will be happy 
to send you a copy of the first “Symposium on Hydroxyphenamate” on request. | believe 
you will find Listica a valuable addition to the arsenal of chemotherapeutics for combatting 
tension /anxiety in your practice. 


Robert A. Hardt, President 


P.S.: Physicians who prefer generic names prescribe ‘‘Hydroxyphenamate, Armour.” 


UISTICA—Hydroxyphenamate, Armour, ©1961,A.P.CO. *Stedman’s Medical Dictionary. 
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ANNOUNCING THE FIRST 


Symbols of the Age of Tension/Anxiety 








LISTICA by ARMOUR = allays TENSION/ANXIETY... 


é maintains acuity... promotes eunoia™. .. 
er, ean tla 
facilitates somatic diagnosis and therapy 
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SELECTIVE TENSITROPIC 


lifts the facade of 
TENSION/ANXIETY 


maintains 
normal acuity 


enhances 
physician-patient 
rapport 


without known 
toxicity or 
contraindications 


without serious 
side effects 
or habituation 


with convenient 
dosage and 
availability 


LISTICA—Hydroxyphenamate, Armour, 


November, 1961 


LISTICA 


New Listica allays tension /anxiety in as many as 89% of cases, 2"!3 by selectively 
inhibiting impulses through internuncial pathways of the central nervous system. 
Whether the patient's tension /anxiety is psychosomatic or a complication of 
somatic disorder, Listica reduces or eliminates the excess impulsivity seen in 
tension /anxiety states. 


Unlike many drugs, Listica does not affect unconditioned response or normal 
motor activity. Thus, Listica allays tension and anxiety without inducing apathy 
or impairing acuity; patients are able to pursue normal activities. such as driving, 
reading, writing, etc., without interference from.drug therapy. 


As it removes tension/anxiety, fear and frustration, LISTICA PROMOTES EUNOIA*— 
“a normal mental state.” It bares the patient's true somatic condition, and facili- 
tates diagnosis and therapy. Patients are more tractable to concomitant drug 
therapy, respond better, faster. 


Listica is safe, as well as effective. Chronic studies!* in rats (12 months) and dogs 
(6 months) were free of toxic manifestations at oral dosage levels as high as 200 
mg./kg./day (approximately 10 times the recommended human dosage). No mac- 
roscopic or microscopic changes in tissues, organs or blood indicative of toxicity 
were observed, even at doses up to 320 mg./kg. In humans, there have been no 
adverse blood, urine or cardiac changes; liver profiles were negative, and jaundice 
has not been noted. 


During three and one-half years of clinical study in 1,759 patients,?"*3 Listica has 
produced no serious side effects. Less than 4% of patients experienced any side 
effects, and these were invariably minor and transient. Most frequent (38 cases) 
was mild drowsiness, which disappeared after the first few.days of Listica therapy. 
Habituation, cumulative effects, or withdrawal symptoms have not been noted, 
even in patients taking Listica as long as two years. 


One Listica tablet, q.i.d., is the recommended dosage. Listica is supplied in bottles 
of 50 tablets on prescription only, by pharmacies everywhere. Each tablet contains 
200 mg. of Hydroxyphenamate, Armour. 


References: 

1Bastian, J. W.: Classification of CNS Drugs by a Mouse Screening Battery. To be published in Intern. 
Arch. de Pharmacodynamie; 2Hubata, J. A., and Hecht, R. A.: Review of Clinical Use of Hydroxyphena- 
mate (Listica) in 1,759 Patients. To be published in Clinical Medicine; 3Taub, S. J.: Management of 
Anxiety in Allergic Disorders—New Approach. To be published in Psychosomatics; 4Cahn, B.: Experi- 
ence with a New Tranquilizing Agent (Hydroxyphenamate). /bid; 5Davis, O. F.: On Use of Hydroxyphena- 
mate in Anxiety Associated with Somatic Disease. To be published; Alexander, L.: Effect of Hydroxyphen- 
amate on Conditional Psychogalvanic Reflex in Man. Supplement to Diseases of the Nervous System, 
Sept., 1961; 7Cahn, B.: Effect of Hydroxyphenamate in Treatment of Mild and Moderate Anxiety States. 
Ibid; 8Cahn, M. M., and Levy, E. J.: Use of Hydroxyphenamate (Listica) in Dermatological Therapy. 
/bid; 9Eisenberg, B. C.: Amelioration of Allergic Symptoms with a New Tranquilizer Drug (Listica). /bid; 
10Friedman, A. P.: Pharmacological Approach to Treatment of Headache. /bid; 1'Greenspan, E. B.: Use 
of Hydroxyphenamate in Some Forms of Cardiovascular Disease. /bid; 12Gouldman, C., Lunde, F., and 
Davis, J.: Clinical Trial of Hydroxyphenamate in Alcoholic Patients. /bid; 3{McLaughlin, B. E., Harris, J., 
and Ryan, E.: Double Blind Study Involving ‘‘Listica,"' Chlordiazepoxide, and “Placebo” as Adjunct to 
Supportive Psychotherapy in Psychiatric Clinic. /bid; 14Bastian, J. W.: Pharmacology and Toxicology 
of Hydroxyphenamate. /bid; '5Bossinger, C. D.: Chemistry of Hydroxyphenamate. /bid. 


ARMOUR PHARMACEUTICAL COMPANY, KANKAKEE, ILLINOIS 
Physicians who prefer generic names prescribe “‘Hydroxyphenamate, Armour.” 


© 1961, A.P. CO. *Stedman's Medical Dictionary 
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drugs anonymous 


One of the several hastily conceived and potentially dangerous suggestions for 
reducing drug costs is generic-name prescribing. The proponents of generic-name 
prescribing claim that it will lower drug costs significantly and—through supervision 
by the Federal Government—provide quality equivalent to that of trademarked 
drugs. We maintain that these claims are false. Here are some authoritative answers 
to the principal questions posed by generic-name prescribing. 


How much money would be saved if all prescriptions were written 
for generic-name drugs? 


“The [Rhode Island] Division of Public Assistance examined 10,000 drug prescrip- 
tions for welfare recipients for the purpose of determining the actual savings. . . of 
generic versus trade-name drugs. The drugs had cost $28,000. Substituting generic 
drugs whenever possible would have provided a saving of less than 5 per cent. 
Syracuse has made a similar study of drug costs with comparable results.” 


Rhode Island Medical Journal, 
January, 1961 


Are the savings worth the risk of sacrificing quality? 


“*. . . it is unsafe [to prescribe generically] because there is not sufficient policing of 


our standards... .” 
Lloyd C. Miller, Ph. D. 


Director of Revision of the U.S.P. 


“The naive belief that, if a product was not good, the FDA would prohibit its sale 
is just not realistic. .. . it is completely impossible for the FDA to check every batch 
of every product of every manufacturer. . . . Hence the integrity and reputation of 
the manufacturer assume unusual significance where drugs and health products 


are concerned.” 
Albert H. Holland, M.D. 


formerly Medical Director of the 
Food and Drug Administration 


Smith Kline & French Laboratories, Philadelphia oS 
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Numerous Changes Found 
In Michigan Population 


Michigan has undergone many population changes since 1950— 
changes in number, distribution and composition, according to J. F. 
Thaden, Michigan State University population expert. 

His recent study shows the following facts: Its numerical increase 
of 1.4 million is the largest in history. Its natural increase (1,917,903 
births less 628,707 deaths) was supplemented by net in-migration 
of 162,232 persons. Michigan was one of 23 of the 50 states that, 
on balance, had a greater in-migration than out-migration. 

The urban population of Michigan increased from 70.7 per cent 
of the total in 1950 to 73.4 per cent in 1960. Twenty-three counties 
have more urban than rural people as the terms are defined by the 
Census Bureau. 

The percentage of population in the Michigan Standard Metropoli- 
tan Statistical Area’s increased from 66.3 per cent in 1950 to 73.1 
per cent in 1960. The proportion of the population who will be 
living in urban and urban fringe areas will certainly continue to 
increase during the 1960's. 

* * * 

THE BABY BOOM OF the postwar years has increased the num- 
ber of young folks. Since 1950 persons under 20 years increased by 
nearly a million, or 45 per cent. There are now 1,989,576 of school 
age, 5 to 17, or more than half as many again as the 1,297,715 in 
1950. 

The population in the intermediate age group 20 to 64 increased 
from 3,734,492 to 4,029,086, only 7.9 per cent. 

Increasing longevity has boosted the number of persons 65 years 
and over from 461,650 to 638,184, an increase of 44 per cent in a 
single decade. 

“The relatively rapid increase of children and teen-agers, and 
people of retirement age, has increased the burden on persons of 
working age. A decade ago 100 persons in the economically inde- 
pendent age group had only 71 dependents to support besides them- 
selves. Now they have 94 dependents to provide for,’ Dr. Thaden 
declared. 

Manpower gained less than womanpower in Michigan from 1950 
to 1960. Manpower (number of men 20-64 years) increased 10.4 
per cent. 

* * * 

MICHIGAN, FOR THE FIRST time in history, now has a 
larger female than male population. The ratio of 101.7 men per 
100 women in 1950 changed to 98.5 men per 100 women by 1960. 

The nonwhite population of Michigan continues to increase more 
rapidly than the white, a trend that began about 1920. It is a 
national trend that was accentuated as a result of reduced immigra- 
tion. Since 1920, the decennial increase of the white population 
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of this state averaged 19 per cent; the nonwhite 90 
per cent. Between 1950 and 1960 the white popula- 
tion increased 19.7 per cent, and the nonwhite 62.4 
per cent. 

Negroes in Northern states are usually concentrated 
in cities and within certain areas of cities. However, 
Michigan has Negro settlements in 23 entirely rural 
Wayne, the most urban county, ranks 
second highest in proportion of Negroes—one in five. 
Detroit has nearly half a million Negroes (482,223) 
who constitute 28.9 per cent of its total population. 

* * * 

DR. THADEN OBSERVES: “The population of 
Michigan is dynamic, ever changing. Rapidly chang- 
ing distribution and composition of population fre- 
quently create serious problems for those concerned 
with the welfare of youth and of the aged, and of 
the breadwinners supporting their dependents. There 
is a need for social institutions—the schools, churches, 
welfare agencies, public utilities, municipalities, and 
governmental bodies—to keep abreast of changing 
demographic trends and be ready to make adjust- 
ments.” 


counties. 


Federal Bureau Reports Drop in 
Prescription Prices 


Prescription prices, says the Bureau of Labor Sta- 
tistics of the U.S. Department of Labor, are moving 
down. Ina report published in May, 1961, the Bureau 
showed that prices for prescriptions were continuing 
their downward trend which began last June. 

The Consumer Price Index of the Bureau of Labor 
Statistics shows that from 1949 through 1959 drug 
prices have risen about half as much as total medical 
care costs and slightly less than the cost of living as 
a whole. 

What is the price of the average prescription? A 
survey published in the April 3, 1961, issue of 
American Druggist showed that in 1960 the price most 
frequently charged for prescriptions was $1.25, $1.50 
and $2.00. The Average prescription price was $3.25. 

Confusion about drug prices sometimes results from 
failure to distinguish between prescription prices and 
prescription expenditures. The average American in 
1959 spent nearly three times as much for prescriptions 
as he did in 1949. But this does not mean prescrip- 
tion prices were three times as high in 1959 as they 
were a decade earlier. Statistics published by Ameri 
can Druggist explain this: Americans simply were 
buying more drugs in 1959. Since 1949 the average 
number of prescriptions filled per person rose from 
about 2 to more than 3.5. 

One reason people are buying more prescription 
drugs is that today many potent new drugs are avail- 
able to treat illnesses that ten years ago could not be 
treated at all. 
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Today’s potent new medicines often lower the cost 
of being ill. In the past, people who contracted 
pneumonia had to spend several weeks in the hospital, 
plus weeks of convalescence, at a cost of at least 
$300 to $400. Today, pneumonia can often be cured 
at home in a short time with less than $20 worth of 
antibiotics. 


"Member Council” Started 
By Blues at Saginaw 


The second of a planned statewide network of 
grassroots Blue Cross-Blue Shield “Member Councils” 
has been formed in Saginaw. The pioneer Member 
Council in Lansing held its fifth meeting in September. 

The “Member Councils” are aimed at developing 
forceful and independent community-level forums to 
establish closer contact between Blue Cross-Blue Shield 
and the doctors and the hospitals on the one hand and 
Blue Cross-Blue Shield members on the other. 


Drug Counterfeiting 

The counterfeiting of drugs poses a threat to the 
ethical manufacturers, their retail outlets, the prescrib- 
ing physician, and the consumer. 

The Food and Drug Administration in a recent 
investigation examined 2,700 samples from 900 drug 
stores selected at random between January 24, 1961, 
and March 30, 1961. It found nine samples from nine 
stores to be counterfeit—a small number to be sure, 
but when projected across the total number of prod- 
ucts and drug stores . . . a finding of some magnitude. 

The drugs most commonly counterfeited are those 
with a high volume of sale—tranquilizers and oral 
diuretics. They are made in precise simulation of well- 
known trademarked products even to the reproduction 
of monograms. They are invariably substandard, not 
being subject to the rigid quality control of the origi- 
nal manufacturer. They can be detected only by 
microscopic and chemical examination. Their distri- 
bution is always surreptitious, and this puts a great 
responsibility on the retail pharmacist. All retailers 
should insist on accepting drugs only in original sealed 
manufacturer’s packaging. 

The Pharmaceutical Society of the State of New 
York, aware of this, is conducting a campaign among 
its members and through advertising in the public 
press to stamp out illegal trade of this nature. 

Direct police action has been taken by the Food 
and Drug Administration and by those states that 
have laws governing drug counterfeiting. Government 
action, plus the vigilance of each ethical pharmacist 
acting individually and through his pharmaceutical 
association, can solve this problem and assure the pa- 
tient that he will obtain not a substandard product but 
what his physician prescribes—New York State Jour- 
nal of Medicine, August 15, 1961. 
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each dose lowers blood sugar levels for 
about 12 to 14 hours 


convenient — one dose a day, or two at 
most, for a great majority of patients 


well tolerated ... minimal g.i. side effects 


virtually no secondary failures in stable 
adult diabetes 


no liver or other clinical toxicity after up 
to 22 years of daily use of DBI-TD 
(nearly 5 years with the DBI tablet) 


in stat 
phenfc 
DBI or 
impres 
acquir 
in sulf 
therap 
contro 
in labi 
as adjt 
regula 


No clit 





rt) at 





ri 


re 





1 stable adult diabetes up to 88% respond to 
nenformin.!.17 ‘‘In our experience the action of 
BI on the adult stable type of diabetes is 
ipressive.’'! ‘‘There is...a virtual absence of 
quired resistance or true secondary failure.’’® 


1 sulfonylurea failures (primary and secondary) 
lerapy with DBI-TD Capsules? results in 
yntrol of a majority of patients. 

labile diabetes DBI-TD Capsules,>-®16 
; adjunct to injected insulin, often improve 
‘gulation of the diabetes. 


o Clinical toxic effects on the liver, kidney, 


or blood due to DBI-TD Capsules or DBI Tablets 
have been reported7-8.9.10 following daily 

use in diabetics for varying periods up 

to 414 years.® ‘‘The absence of hypoglycemic 
reactions has been conspicuous."’!4 


DBI-TD Capsules are substantially well tolerated 
by the gastrointestinal tract!!-12.13.16.17 when 
administered as directed. 


Once-a-day dosage — or at most twice-a-day — 
makes DBI-TD simple and convenient therapy. 
Maintenance dosage is readily established and 
adjustments are infrequently required in 

the ketosis-resistant patient. 
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DBI-TD—the new convenient and well-tolerated Timed-Disintegration capsule 
form of DBI—further simplifies effective control of a great majority of diabetics. 


Phenformin is believed to exert its hypoglycemic effects primarily by promoting 
cellular metabolism of glucose via the physiologic Embden-Meyerhof glycolytic 


pathway. 


a single dose of DBI-TD lowers blood sugar for 12 to 14 hours!®11,12,15 
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12-Hour Hypoglycemic Response Curve after One 50 mg. DBI-TD (Timed-Disintegration) Capsule in Fasting Diabetic (Weller) 
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DBI-TD (brand of Phenformin HCI—N1-,- 
phenethylbiguanide HCl) available as 50 
mg. timed-disintegration capsules; bottles 
of 100 and 1000 capsules. Also available as 
DBI tablets, 25 mg., bottles of 100 and 1000. 


\ 


CAPSULES 50 mg. 


u. Ss. vitamin & pharmaceutical corporation 


Arlington-Funk Laboratories, division 


. 800 Second Ave., New York 17, N. Y. 


administration and dosage: One 
50 mg. DBI-TD capsule with 
breakfast regulates many stable 
adult diabetics. If higher dos- 
ages are needed, a second 
DBI-TD capsule is added to the 
evening meal, and further in- 
crements (at weekly intervals) 
to either the A.M. or P.M. dose. 
In patients requiring insulin, re- 
duction of insulin dosage is 
made as DBI-TD dosage is in- 
creased, until effective regula- 
tion is attained. (The acidosis- 
prone, insulin-dependent dia- 
betic should be closely ob- 
served for ‘‘starvation’’ keto- 
sis.) Sulfonylurea secondary 
failures usually respond to rela- 
tively low dosages of DBI-TD 
alone, or combined with re- 
duced dose of sulfonylurea. 


side effects: Gastrointestinal 
reactions occur infrequently and 
are usually associated with 
higher dosage levels. They may 
include unpleasant, metallic 
taste in the mouth. continuing 
to anorexia, nausea, and, less 
frequently, vomiting and diar- 
rhea. They abate promptly upon 
reduction of dosage or tempo- 
rary withdrawal. In case of 
vomiting, DBI-TD should be 
withdrawn immediately. 


precautions: Particularly during 
the initial period of dosage 
adjustment, every precaution 
should be observed to avoid 
acidosis and coma or hypo- 
glycemic reactions. Hypogly- 
cemic reaction has been ob- 
served on rare occasions in the 
patient treated with insulin or 
a sulfonylurea in combination 
with DBI-TD. “‘Starvation” ke- 
tosis, that is the appearance of 
acetonuria in the presence of a 
lowered or normal blood sugar, 
must be distinguished from 
“insulin-lack”’ ketosis which is 
accompanied by hyperglycemia 
and acidosis. A reduction in 
the dose of DBI-TD of 50 mg. 
per day (with a slight increase 
in insulin as required), and/or 
a liberalization in carbohydrate 
intake rapidly restores meta- 
bolic balance and eliminates 
the ‘‘starvation’’ ketosis. Do 
not increase DBI-TD dosage or 
give insulin without first check- 
ing blood and urine sugars. 


caution and contraindication: 
As with any oral hypoglycemic 
therapy reasonable caution 
should be observed in severe 
preexisting liver disease. The 
use of DBI-TD alone is not 
recommended in the acute com- 
plications of diabetes: acidosis, 
coma, infections, gangrene or 
surgery. 

Complete detailed literature is 
available to physicians. 





Genesee Doctors Aid 
Flint Development 


Doctors of medicine in Genesee County have been in the spotlight 
this fall. 

And the recognition was merited! 

More than 100 Genesee doctors contributed $1,000 each to pro- 
vide a $107,000 sponsorship to Flint’s College and Cultural De- 
velopment. 

In announcing the contribution, the M.D. Committee said “the 
doctors looked upon the opportunity to assist the Development as 
another way the medical profession can continue to work for the 
betterment of the community.” 

*k * * 

CARL W. BONBRIGHT, president of the Development’s Com- 
mittee of Sponsors, in accepting the fund commented: “Members 
of the Genesee County Medical Society long have been identified 
with a host of good works through their beneficences and volunteer 
services.” He added that “We feel the joint gift of the medical 
doctors will encourage other organized groups to make similar efforts. 
Flint and Genesee County citizens can thus doubly benefit from 
this support.” 

It was pointed out too by the Development Committee that doctors 
have supported the College and Cultural Development since its 
beginning, and that a number of them have already provided gifts 
of $25,000 or more. 

* * * 

IN MAKING the donation, the M.D. committee explained that 
“The many and varied facilities of the College and Cultural De- 
velopment and the others planned for the future fall right in line 
with our thinking about what Flint needs and what the world needs.” 


Movie About Pathologists 


“The Young Doctors,” which was shown exclusively to physicians 
at AMA’s Annual Meeting in New York, has been released to theaters 
through the nation. 

The film, starring Fredric March, Ben Gazzara and Ina Balin, was 
made with the cooperation of AMA Physicians Advisory Committee 
on Television, Radio and Motion Pictures. 

Charles F. Begg, M.D., chief pathologist of St. Luke’s Hospital, 
New York, served as technical advisor during the filming. The 
motion picture portrays the work of pathologists in the metropolitan 
hospital. Much of the movie was made inside New York hospitals. 
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Michigan State Medical Society was ac- 
corded first place honors for the best large 
exhibit at the 112th Annual Michigan 
State Fair. The trophy was presented by 
Newscaster John Cameron Swayze on be- 
half of the State Fair Commission and 
accepted by Milton Darling, M.D., De- 
troit, immediate past president of the 
Michigan State Medical Society. 

Striking in its simplicity, the Medical 
Society’s educational display 
a Medicine,’ pointed out 
through signs and pamphlets that “more 
physicians, nurses, medical technologists 
and medical assistants are needed to ad- 
vance the world’s best medical care.” 

Attendants at the booth dispensed liter- 
ature concerning the spectrum of medical 
careers as well as folders warning against 
medical quackery, treatment of diabetes, 


featuring 
Careers in 


cancer, heart disease, and other ailments. 

During the course of the 10-day fair, 
than 120 volunteers dispensed a 
total of 8,640 polio inoculations, 3,230 
blood pressure readings, and 2,710 dia- 
betes detection kits. All of these services 
were made available to patrons of the 
State Fair without charge. Volunteers were 
recruited from amongst physicians, regis- 
tered nurses, licensed practical nurses, 
medical assistants, medical technologists 
and medical students, in Macomb, Oak- 
land, Washtenaw and Wayne Counties. 

Also featured at the exhibit were stereo- 
phonic broadcasts through the courtesy of 
WDTM-FM, which also sponsors the 
Medical Radio News Program. 

One of the highlights of the week at 
the exhibit was a visit by 12 Congolese 
Medical Students representing the first 


(Turn to Page 1394. 


more 


Milton Darling, M.D., Detroit, accepts the trophy awarded 
to MSMS, “the best large exhibit at the 1961 State Fair.” 
Presenting the award on behalf of the State Fair Commis- 
sion is Newscaster John Cameron Swayze 
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Francis S. Gerbasi, Macomb County physician, administers polio inoculation 
to one of the 8,640 state fair patrons who visited the MSMS Exhibit. 


George Clifford, M.D., Detroit, explains the function of the hypo-spray 
“gun” to a group of Congolese medical students who visited the MSMS 
“Careers in Medicine” exhibit. Interested observer looking over Dr. Clifford’s 
shoulder is Michigan’s Governor John B. Swainson. 
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...-motion-stopping radiographic speed 
is built into every Patrician “200” 


With the G-E Patrician “200” diagnostic x-ray 
package, you can enjoy savings and still not 
sacrifice needed power. This is important. For, 
only ample x-ray output will assure you ex- 
posure speed sufficient to overcome common 
motion-blurring problems. The Patrician com- 
bination provides this and more in every detail 
for radiography and fluoroscopy. For example: 
full-size 81” tilting table . . . independent tube- 
stand . .. counterbalanced (not counterpoised) 
fluoroscopic screen or spot-film device . . . fine 
focus x-ray tube . . . fluoroscopic shutter-limit- 
ing device to confine radiation to screen area 


DIRECT FACTORY BRANCHES 


DETROIT 
18801 W. 7 Mile Rd. @ KEnwood 7-6300 


DULUTH 


928 East 2nd St., P.O. Box 28 @ RdAndolph 4-8648 
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+». automatic x-ray tube overload protection. 

Ask about renting: Through the G-E 
Maxiservice® plan, you can have this com- 
plete Patrician “200,” plus maintenance, parts, 
tubes, insurance, and paid-up local taxes — 
all wrapped-up by a modest monthly fee. 
Details available from your G-E x-ray repre- 
sentative listed below. 
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generation of modern physicians in that new country. 
The group spent ten days at state and county health 
departments and at the University of Michigan. 

The exhibit space was divided into three areas, each 
of which stressed the need for recruits in one of the 
fields of medicine. One section emphasized oppor- 
tunities in nursing (practical and registered), one 
emphasized Medical Technologists and Medical As- 
sistants and the third, called attention to the need for 
additional physicians. 


WKAR-FM Serves Doctors 


Radio Station, WKAR-FM, East Lansing, carries a 
new medical news service expressly for physicians in 
the Lansing area, produced in cooperation with the 
Michigan State Medical Society. This program is pre- 
sented each Thursday evening immediately preceding 
WKAR’s regular one-half hour program devoted to 
medical research. 

The weekly “package,” prepared by the MSMS 
staff, includes announcements of forthcoming medical 
meetings and events, up-to-the-minute news items cov- 
ering all phases of the medical field, and an abstract 
of a recent study, lecture, or article of current in- 
terest to physicians. 


Doctor Is Hero To College Youths 


The college student’s current hero is the doctor, 
because “he possesses high intelligence but maintains 
a close touch with concrete reality.” 

And close behind are the lawyer and the college 
professor—if he made a bit more money—according to 
a five-year study being done for the U. S. Office of 
Education by Dr. Donald D. O’Dowd and Dr. David 
C. Beardslee, psychology professors at Michigan State 
University-Oakland. 

In a survey of 1,200 students at several different 
colleges—both public and private—the business execu- 
tive and scientist ran behind. 

Professor O’Dowd and Beardslee said the students 
questioned had little working knowledge of most of 
the 15 occupations rated. But the students agreed 
closely on a distinct image of the type of person in 
each job, of his social life and of the people he as- 
suciates with. 

Students say the doctor “not only is richly reward- 
ed by high social status, wealth and success for ex- 
tremely valuable and unselfish service to others, but 
he also can count on having an unusually pretty wife. 
He it at once masterful and gentle. He has no bad 
traits.” 
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The doctor rated high in the traits students con- 
sidered most important—cultured intellect, material 
and social success, sociability and personal and politi- 
cal responsibility. 

One part of the survey asked students to list their 
occupational preferences, assuming they had all the 
necessary abilities and conditions that were ideal. The 
college professor took first by a neck, with the lawyer, 
doctor, business executive and scientist following in 
that order. 

Professor O’Dowd and Beardslee concluded that 
college students “are far more interested in the per- 
sonal relations, the personality traits and the style 
of life associated with an occupation than they are in 
the traditional goals of work and production.” 


1,000 Persons Help Set 
Association’s Policy 


The American Medical Association’s broad activities 
for helping to improve the nation’s well-being “sprout 
from a tree measuring a figurative 1,100 people high,” 
according to the association’s Journal (Oct. 10). 

These persons, many of whom serve in weekend 
and late night sessions, donate as many as 100 hours 
yearly to the association. None is on the AMA 
payroll. 

“The volunteering M.D.’s (and Ph.D.’s and LL.D.’s 
and B.A.’s too) range in name from A to Z and come 
from all 50 states,” the Journal article said. “Their 
talents enrich 13 AMA councils, more than 100 com- 
mittees, 20 sections of the Scientific Assembly, 10 
specialty journals, and approximately a dozen liaison 
groups with other organizations.” 

In addition, there are members of the Board of 
Trustees and the House of Delegates, the group who 
makes the final policy decisions for the AMA. 





Testimonial! 


Nobody several years ago survived the series 
of illnesses that I have had. If someone tells 
me that the medicines I carry are expensive, 
I must laugh, particularly when I read circu- 
lars advertising graves. I would rather pay for 


a medicine than a gravedigger any day. 


—GeorcE E. Soxotsky, columnist, 


King Features Syndicate. 
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in bacterial 
otitis 
media 


Panalba’ 
promptly 


to gain precious 
therapeutic 
hours 


In the presence of bacterial 
infection, taking a culture to 
determine bacterial identity 
and sensitivity is desirable— 
but not always practical. 

A rational clinical alterna- 
tive is to launch therapy at 
once with Panalba, the anti- 
biotic that provides the best 
odds for success. 

Panalba is effective (in 
vitro) against 30 common 
pathogens, including the 
ubiquitous staph. Use of 
Panalba from the outset (even 
pending laboratory results) 
can gain precious hours of ef- 
fective antibiotic treatment. 


SUPPLIED: Capsules, each containin, 
Panmycin*® Phosphate (tetracycline phosphate 
complex), equiv =e to 250 mg. tetracycline 
hydrochk le, and 25 mg. Albamycin,*® as 
novobiocin sodium, in bottles of 16 and 
JLT DOSAGE 2 capsules 
a day 
: Panmycin Phosphate has a 
toxicity comparable to that 
er totvee yclines and is well tolerated 
- Side reactions to therapeutic use 
quent and consist principally of mild 
nausea pee abdominal cramps. 
Alt ce 


pigment has haem found in the plasma. This 
Pigment, apparently a metabolic by-product 
of the drug, is not necessarily associated with 
abnormal liver function tests or liver enlarge- 
ment 

Urticaria and maculopapular dermatitis, 

a few ca 


Since the use of any antibiotic 
may result in overgrowth of nonsusceptible 
organisms, constant observation of the patient 

sential. If new infections appear during 

Py, appropriate measures should be taken 
Total and differential blood counts should be 
made routinely during prolonged administra- 
tion of Albamycin. The possibility of liver 
damage should be considered if a yellow pig- 
ment, a metabolic by-product of a. 
appears in the plasma. Panalba should be dis- 
continued if allergic reactions that are not 
readily controlled by antihistaminic agents 
develop. 
*Tr-demark, Reg. U. S. Pat. Off 


Panalba 
your broad-spectrum 
antibiotic of first resort. 
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because patients are more than arthritic joints... 
controlling inflammatory symptoms is frequently not enough! 


Even cortisone, with its severe hormonal reactions, can effectively control inflammatory and rheuma- 
toid symptoms. But a patient is more than the sum of his parts — and the joint is only part of a whole 
patient. Symptomatic control is but one aspect of modern corticotherapy, because what is good for the 
symptom may also be bad for the patient. 














Unsurpassed “General Purpose” and “Special Purpose” Corticosteroid... 
Outstanding for Short- and Long-term Therapy 


Aristocort 


Triamcinolone Lederle 





(Knee Joint, Left: distal end of femur; Right: proximal end of tibia) 





ARISTOCORT is an outstanding “special purpose” steroid when the complicating problem is increased 
appetite and weight gain, sodium retention and edema, cardiac disease, hypertension or emotional 
disturbance and insomnia. 


ARISTOCORT provides unsurpassed anti-inflammatory control without sodium retention or edema — 
without the undesirable psychic stimulation and voracious appetite. 


Supplied: Scored tablets (three strengths), syrup, parenteral and various topical forms. Request complete information on indications, 
dosage, precautions and contraindications from your Lederle representative, or write to Medical Advisory Department. 


CED LEDERLE LABORATORIES : A Division of AMERICAN CYANAMID COMPANY : Pearl River, New York 


SPECIAL COUGH FORMULA 


for Children 


| Trademark 


SOOTHING DECONGESTANT AND EXPECTORANT 


Each teaspoon (5 cc.) contains: Codeine phosphate + 6D me. 


Neo-Synephrine® hydrochloride .. 2.5 mg. 
(brand of phenylephrine hydrochloride) 


— Chlorpheniramine maleate ...... 0.75 mg. 


Potassium iodide .. 75.0 mg. 


Bright red, pleasant tasting, 
raspberry flavored syrup 
Dosage: 


Children from 6 months to 1 year, 
1/4 teaspoon; 1 to 3 years, 1/2 to 
1 teaspoon; 3 to & years, 1to 2 
teaspoons; 6 to 12 years, 2 tea- 
spoons. Every four to six hours as 
needed. 


How Supplied: 
Bottles of 16 fl. oz. 


Exempt Narcotic 


New York 18,N.Y¥ 
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(s.1. tract 


Milpath acts quickly to suppress hypermotility, 








hypersecretion, pain and spasm, and to allay 


anxiety and tension with minimal side effects. 


AVAILABLE IN TWO POTENCIES 


MILPATH-400—Yellow, scored tablets of 400 mg. Miltown 
(meprobamate) and 25 mg. tridihexethyl chloride. 
Bottle of 50. 


Dosage: | tablet t.i.d. at mealtime and 2 at bedtime. 


MILPATH-200—Yellow, coated tablets of 200 mg. Miltown 
(meprobamate) and 25 mg. tridihexethyl] chloride. 
Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at mealtime and 2 at bedtime, 


Milpath 


®Miltown + anticholinergic 












(VV) WALLACE LABORATORIES Cranbury, N. J. 


When minor aches and pains 
disturb your patients’ sleep... 


BAYER’ ASPIRIN 
DOESN’T MAKE THEM SLEEP, 
IT LETS THEM SLEEP, 


NATURALLY! 


AND WITH BAYER ASPIRIN, 
THERE’S NO 
“SEDATIVE HANGOVER.” 


There are, of course, a great many instances of 
sleeplessness in which the patient should be directed to 
take a sedative to induce sleep. 


But there are also many instances in which sleeplessness is 
caused by nothing more serious than minor aches and pains which 
can easily be relieved by one or two tablets of Bayer Aspirin. 
With physical discomforts gone, sleep comes naturally. 


And when Bayer Aspirin is used as a sleeping aid, 
patients never suffer the “sedative hangover” which so 
often follows an induced sleep. 


So remember, when minor aches and pains 
disturb your patients’ sleep, Bayer Aspirin doesn’t 
make them sleep; it lets 
them sleep, naturally, with 
no “sedative hangover.” 
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Why do we say Mysteclin-F is decisive in infection? 


because...it contains phosphate-potentiated tetracycline 


for prompt, dependable broad spectrum antibacterial action. 


because...it contains Fungizone, the antifungal antibiotic, 


to prevent monilial overgrowth in the gastrointestinal tract. 


Mysteclin-F resolves many respiratory, genitourinary and gastrointestinal infections—as well as such 
other conditions as cellulitis, bacterial endocarditis, furunculosis, otitis media, peritonitis, and septi- 
cemia. It combats a truly wide range of pathogenic organisms: gram-positive and gram-negative 
bacteria, spirochetes, rickettsias, viruses of the psittacosis-lymphogranuloma-trachoma group. 
Available as: Mysteclin-F Capsules (250 mg./50 mg.) Mysteclin-F Half Strength Capsules (125 mg./25 mg.) Mysteclin-F 
for Syrup (125 mg./25 mg. per 5 cc.) Mysteclin-F for Aqueous Drops (100 mg./20 mg. per cc.) 


*Mysteclin’®, ‘Sumycin’® and ‘Fungizone’® are Squibb trademarks. 


© or jormation, / oh : 
= ws your Sait td. Squibb Quality — 
SS ai 8; the Priceless Ingredient 


Squibb Phosphate-Potentiated Tetracycline (sumyctn) plus Amphotericin B (FUNGIZONE ) 
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MEDICAL HELP 


Heart disease, cancer, mental iliness — everyone knows 
the nation’s three major medical problems. Do you 
know that alcoholism ranks fourth? In the state of 
Michigan there are at least 231,000 alcoholics. These 
people need medical help. No one is in a better posi- 
tion to initiate and supervise a program of rehabilita- 
tion than the physician who enjoys the confidence of 
the patient or the patient’s family. 


ONE FOR THE ROAD BACK: 


LIBRIUM 


AN IMPORTANT AID IN THE TREATMENT AND 
REHABILITATION OF THE PROBLEM DRINKER 


During and after an acute alcoholic episode, Librium 
relieves anxiety, agitation and hyperactivity, induces 
restful sleep, stimulates appetite and helps to control 
withdrawal symptoms. The complications of chronic 
alcoholism, including hallucinations and delirium 
tremens, can often be alleviated with Librium. 


During the rehabilitation period, Librium makes the 
patient more accessible, strengthening the physician- 
patient relationship. Librium therapy helps to reduce 
the patient’s need for alcohol by affording a construc- 
tive approach to his underlying personality disorders. 


Consult literature and dosage information, available 
on request, before prescribing. 


LIBRIUM® Hydrochloride —7-chioro-2-methylamino 


RO Cc H E 5-phenyl-3H-1,4-benzodiazepine 4-oxide hydrochloride 


LABORATORIES Division of Hoffmann-La Roche Inc. 
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Through the years, Ilosone has built an impressive record as an effective antibiotic 
in common bacterial respiratory infections. Numerous published clinical studies 
attest to excellent therapeutic response with Ilosone. Decisive recovery has become 
a matter of record. 


Efficacy of propionyl erythromycin and its lauryl sulfate salt in 803 patients with common 
bacterial respiratory infections 


Tonsillitis* 


Acute Streptococcus 
Pharyngitis* 


Bronchitis* (Bacterial Complications) 


Pneumonia* 





*References supplied on request. 


The usual dosage for infants and for children under twenty-five pounds is 5 mg. 
per pound every six hours; for children twenty-five to fifty pounds, 125 mg. every 
six hours. 


For adults and for children over fifty pounds, the usual dosage is 250 mg. every 
six hours. 


In more severe or deep-seated infections, these dosages may be doubled. 
llosone is available in three convenient forms: Pulvules®—125 and 250 mg.t; Oral 
Suspension—125 mg.t per 5-cc. teaspoonful; and Drops—5 mg.f per drop, with 
dropper calibrated at 25 and 50 mg. 
Product brochure available; write 


Eli Lilly and Company, Indianapolis 6, Indiana 2 ae Lilly 


+Base equivalent 
Hosone® (propiony! erythromycin ester lauryl! sulfate, Lilly) : : ; ee 
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Sudden Peripheral Arterial Occlusion 
And Its Many Causes 


Herbert J. Robb, M.D. 
Detroit, Michigan 


S uDDEN arterial occlusion creates an immediate emergency. 


Early recognition and treatment are extremely important to the ulti- 
mate result. The purpose of this article is to emphasize the fact 
that at least one-third of the cases of acute arterial occlusion are 
not due to emboli. There are as many as six different causes for 
sudden arterial occlusion, and it is important to try to determine 
which of these factors are active in the individual case. Prognosis 
and treatment will vary greatly, depending on the differential causes 

The etiologic diagnosis is not always simple. It can be accounted 
for, however, by one of the following six processes in order of de- 
creasing occurrence: 


The arterial embolus 

Sudden thrombosis beyond a chronic arterial block 

The dissecting aneurysm 

Agonal terminal hypotensive thrombosis 

Thrombosis and embolism from an aneurysm 

Massive venoarterial occlusion or phlegmasia cerulea dolens 


The diagnosis of sudden arterial occlusion is made by recognition 
of the rapid development of symptoms characteristic of tissue is- 
chemia. Any artery may be involved, and symptoms are peculiar 
to the part. In the extremities, the following symptoms develop in 
sequence: weakness, tingling, pain, numbness, collapse, and paralysis. 
Coldness, blanching, cyanosis, and mottling may soon be observed. 
There is a loss of pulse proximal to the level of symptoms. If cir- 
culation is sufficiently blocked, distal thrombosis ensues with a 
progression to an irreversible state of rigor mortis. A careful history 
and examination will usually indicate the probable cause for ischemia. 


Arterial embolism’? occurs with the dislodgment of a clot or 
fragment of tissue from the inside of the heart. Characteristically, 
these people have a history of rheumatic or arteriosclerotic heart dis- 
ease. Commonly, these people have mitral vulvular disease, auricular 
fibrillation, or ventricular infarction with the development of a mural 
thrombus. On occasion we have observed the embolization of a 
calcified aortic valve leaflet. In about 50 per cent of the cases, how- 
ever, the cause for embolism is not clear. In such instances, the 


From the Department of Surgery, Wayne State University College of 
Medicine. 
Supported in part by a grant from the Michigan Heart Association. 
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patient may be young, the electrocardiogram normal, 
and the heart size normal. After a careful examina- 
tion, we have discovered intracardiac tumors, patent 
septal defects, and have considered emboli from the 
pulmonary veins. Following hypotensive episodes re- 
quiring vasopressor drugs, patients develop soft intra- 
cardiac thrombi which embolize. 

In the extremities, blockage will be sudden with no 
history of claudication. This is important to separate 
from the second group of patients having sudden ar- 
terial occlusion. An embolus will lodge at a bifurca- 
tion usually. The sites most common, in order of se- 
quence, are the common femoral aortic, iliac, popliteal 
and axillary arteries. The site can be accurately pre- 
dicted by locating the most distal pulses. Treatment is 
surgical. It is best to give 50 mgm of heparin intra- 
venously as soon as the diagnosis is made, to prevent 
progression of the clot and cessation of flow in the 
capillaries. This also provides a loosening effect on the 
distal tail thrombus and makes its extraction much 
easier. It is important to “put the patient on ice,” so 
to speak, until surgery can be done. Heparin can help 
prevent irreversible thrombosis of the capillaries which 
would mean failure to any operative procedure. Even 
though a pulse is present in the ankle on completion 
of a thrombectomy, it is futile if the capillary bed is 
thrombosed. Heparin does not contraindicate a spinal 
anesthetic or immediate surgery. Improvement by use 
of heparin or the use of spinal block is false and should 
not delay surgery. Emboli in the axillary, anticubital, 
and popliteal areas should be removed as well as those 
in larger vessels even though in the past there has been 
a tendency to consider these nonoperable areas. There 
is no period past which surgery is contraindicated, 
providing one still has an apparently viable extremity. 

Surgery must be done immediately following rec- 
ognition of the state and is directed at removal of the 
embolus which is located at the distal point of pulsation. 
There is usually a hard, organized embolic thrombus 
which can be palpated with the finger. Distal to this 
is a fresh red, soft tail clot, which does not always 
come out intact. In 50 per cent of embolectomies, it 
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is necessary to make a distal common femoral, pop- 
liteal or posterior tibial artery incision and in a retro- 
grade fashion wash out the distal clot. Frequently, a 
clot must be forced out of the posterior tibial artery 
through a distal incision, using a number 8 French 
ureteral catheter. Figure 1 is a diagram of an aortic 
embolus and two iliac artery tail clots. The aortotomy 
for the removal of the embolus is indicated. The iliac 
tail clots must be flushed out with saline, using the 
common femoral artery to insert a catheter, or by 
means of retrograde injection of saline through an 18- 
gauge needle inserted through the arterial wall. The 
operative results will be excellent, providing the em- 


bolus and tail clot are adequately removed, and pro- 


viding capillary thrombosis has not occurred, adequate 
distal back flow of blood will indicate capillary pat- 
ency. Preoperative stiffness of the joints or rigor 
mortis, on the contrary, will assure a very poor result. 
If back flow is not present, even though a postopera- 
tive pulse is existent in the post-tibial artery, one can 
predict subsequent rethrombosis. Padding a foot, or 
resting it on a pillow, and early use are important to 
prevent heel ulcer formation. 

Immediate postoperative heparinization is synony- 
mous with a hematoma and cannot be used safely. On 
the other hand, a recurrent embolus is very common 
when postoperative anticoagulants are not used. With- 
in one week, it is common for these patients to re- 
embolize, often to the same extremity. If we start 
anticoagulants in about two days, the tendency to re- 
embolize is reduced. First, 50 mgm of heparin is 
given intravenously at night, then gradually the pa- 
tient is completely anticoagulated. Three to four weeks 
of anticoagulant therapy seems sufficient to reduce the 
tendency to reembolize. 

When emboli are recurrent, one must consider the 
possible sources. They most always originate in the 
heart, and open heart surgery may make it possible 
to remove the cause for recurrence. This is preferred 
to the former closed technique for removal of the left 
auricular appendage. Intracardiac tumors and septal 
defects may exist and can be overlooked or poorly 
handled by the closed method. 


Thrombosis beyond a chronic block is the second 
most common cause for sudden peripheral arterial oc- 
clusion. It is often mistaken as an embolus, as it oc- 
curs suddenly in the vessels distal to a chronic seg- 
mental arterial block. Symptoms of ischemia may be 
just as severe as with an embolus. The presence of 
such a thrombus can be identified by the prior history 
of claudication. If the patient gives a history of tired- 
ness or weakness in calf (or calf and thigh) after walk- 
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ing, which is relieved by rest, a previous segmental 
arterial block must be anticipated. The pulse may well 
have been absent prior to the acute symptoms. This 
determination, of course, is important, for the operative 
procedure is considerably different than that an- 
ticipated with an embolectomy. A fresh thrombus has 
formed in the distal circulatory system where the 
blood pressure has been low and the flow slow. The 
thrombus must be removed from the distal segment 
and one must be prepared to insert an arterial graft 
from a point above into this area. The only hope for 
preservation of the extremity lies in utilization of 
this procedure, otherwise the artery will rethrombose. 
A high pressure of blood in the artery can keep it 
open and flowing. The success will not equal that with 
the usual patient selected for arterial grafting. Like- 
wise, it does not approximate the usual success asso- 
ciated with the removal of an embolus. 

Occlusion by a dissecting aneurysm is the third 
cause for sudden occlusion of an aortic branch vessel. 
This is not always possible to recognize prior to surgery 
intended for embolectomy. Characteristic tearing 
pain in the chest and back is not always present. We 
have seen the inominate artery, superior mesenteric, 
inferior mesenteric and common iliac arteries involved. 
Operative visualization of the abdominal aorta will not 
always immediately lead to the diagnosis, for the aorta 
is often of normal size and pulsation. Dilatation and 
the double aorta come later in the case where spon- 
taneous reentry has occurred. The recognition, if not 
previously suspected, comes when one makes an inci- 
sion over the occluded artery and discovers a clot 
which, when removed, does not present a true smooth 
white intima. A deeper incision will disclose the true 
inner arterial lumen. A reentry procedure, either in the 
abdominal or thoracic aorta, is the procedure of choice 
with tacking down of intima distal to the point of re- 
entry. 


Agonal premortem arterial thrombosis is the fourth 
cause of sudden arterial occlusion. This is not com- 
monly recognized or described but undoubtedly is a 
true entity. Cyanosis develops distally first and pro- 
gresses centrally to thigh and hips without the pres- 
ence of an embolus. The lack of edema and less se- 
vere pain differentiate it from phlegmasia cerulea do- 
lens. It commonly occurs in elderly people who are 
dehydrated, commonly in cardiac decompensation, and 
frequently hypotensive. They often have been treated 
for hypertension and now have a normal blood pres- 
sure, which is inadequate for them. Sometimes they 
have become hypovolemic and hypotensive, requiring 
treatment with vasopressor drugs. In any case, they 
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have an inadequate peripheral circulation which is 
insufficiently active to keep the blood from clotting. 

It is amazing how hydration and elevation of the 
blood pressure can reverse the loss of pulse or halt the 


progression of cyanosis. Usually, in spite of all effort, 


Line of incision 
\ 


Fig. 1. 


the thrombosis progresses from feet to calves, thighs 
and often the buttocks before death ensues. This type 
of circulatory insufficiency probably accounts for some 
cases in which there is thrombosis of the superior 
mesenteric artery. Prognosis is very poor. Surgery is 
hopeless. Fluids to increase circulatory volume and 
blood pressure with the use of anticoagulants are most 


helpful. 


Thrombosis of an aneurysm,’ or embolization from 
an aneurysm, when it does occur, is more likely to de- 
velop in conjunction with the peripheral aneurysm. 
It is a frequent complication of popliteal aneurysm. 
Trauma may be the precipitating cause. Commonly, 
these are recurrent episodes of small, minor distal 
emboli prior to the major extrusion of aneurysmal 
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clot. Removal of the aneurysm and distal clot, with 
placement of a graft may be curative. Care must be 
taken not to place the graft under tension. 


Pbhlegmasia cerulea dolens*t must be included in a 
differential diagnosis of acute arterial occlusion. This 
is a serious form of fulminating thrombophlebitis in- 
volving both veins and arteries. It is characterized by 
the rapid onset of severe pain, tense edema and a 
purple discoloration of the leg. The foot becomes 
cold and pulses may disappear. Clots will be found in 
the veins as well as in the arteries. A lumbar sympa- 
thetic block and anticoagulants are indicated. On 
occasion, the venous clots have been removed. The 
prognosis for both lb and life are very poor. 


Non-surgical Care—In the case of sudden arterial 
occlusion which cannot be helped by removal of an 
embolus, certain other methods are indicated. Anti- 
coagulants° will often help a marginal foot or arm to 
survive. After prolonged use, circulation gradually in- 
creases by development of collateral. Heparin appears 
to be most effective. However, one must use coumadin 
or dicumarol when prolonged therapy is indicated. In 
the marginal recovery, prolonged therapy is a neces- 
sary procedure; but, it must not start for two to four 
days following surgery because of almost certain hema- 
toma formation. Early use of 50 mgm of heparin 
intravenously each night seems to be a safe way to 
start anticoagulants. At this time the patient is quiet 
and least likely to bleed. 

Sympathectomy is indicated in the marginal case, 
although the results cannot be dramatic. Desludging 
agents, such as Plaquenil® should be considered. These 
are antimalarial drugs which in theory reduce the 
tendency of cells to stick to each other where the flow 
is slow and pressure low. Cells which stick together, 
do not freely enter cell diameter capillaries. Fibrin- 
olysin’ is a new agent used to help reduce the for- 
mation of distal clotting and to help reabsorb the al- 
ready formed clot. Where surgical removal is impos- 
sible, as in small vessels of the kidney, heart, and 
brain, or in extremely moribund individuals, these 
methods can be helpful. 


Discussion 
The prognosis for the extremity is excellent with 
the true embolus which is totally removed. Recovery 
from the ischemic paralysis occurs first. Commonly, 
the sensory changes do not disappear even with a pedal 


pulse present for two to four days. Recurrent emboli, 
when they do recur, frequently lodge at the original 
site and do not usually represent a defect in the 
arteriotomy closure. We have seen people with as 
many as four separate emboli to different sites survive 
and do well. Repeated operations in a single area are 
prone to infection; and this is bad at an arteriotomy 
Site. 

Anticoagulants are important in decreasing recur- 
rences of emboli. Without anticoagulants, 30 to 50 
per cent will have a recurrent embolus. Prognosis for 
life is excellent in the patient with a thrombosis be- 
yond a chronic block, but survival of limb is not so 
good as with an embolus. It is often necessary for 
these people to take anticoagulants for life in order to 
ensure survival of the extremity. 

In the occasional case of occlusion due to a dis- 
secting aneurysm, recovery and prognosis is guarded 
and depends on spontaneous or operative re-entry 
which to date is a less common procedure. Success is 
extremely poor with distal agonal thrombosis. 


Summary 

Sudden arterial occlusion is not always due to an 
embolus, but may be due to a thrombosis distal to a 
chronic segmental arterial block, a dissecting aneurysm, 
distal agonal thrombosis, an arteriosclerotic aneurysm 
or phlegmasia cerulea dolens. A differentiation of 
cause is important for predicting prognosis and indi- 
cating the proper surgical approach. Temporary use 
of heparin is indicated to prevent progression of distal 
thrombosis until emergency surgery can be accom- 
plished, postoperative anticoagulants are important in 
minimizing reformation of an embolus. 
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Posterior Myocardial Infarction 


“Rose is a rose is a rose is a rose” 


From “Sacred Emily” by Gertrude Stein + 


In PLANNING treatment of an acute myocardial 
infarction, it is rare to find anyone giving much 
thought to its anatomic location. Even though the 
high incidence of heart block in acute posterior in- 
farctions was recognized many years ago,’? most 
modern textbooks on cardiology** barely mention this 
point. Heart block as a feature of acute posterior in- 
farction is more than an academic curiosity. It affects 
diagnosis, prognosis and treatment, and an understand- 
ing of its pathogenesis is thus essential to all three of 
these cardinal principles of patient care. 

The unique features of acute posterior myocardial 
infarction may be discussed under three headings: 
anatomy and pathophysiology, clinical features, and 
clinical management. 


Anatomy and Pathophysiology 


Recent editorials have reminded us that in most 
myocardial infarctions more than one coronary artery 
is extensively diseased, and that the concept of “trans- 
mural” infarctions is rarely supported in fact, most 
infarctions being streaky or lamellar.5® Even so, the 
clinical behavior of this disease can best be understood 
by considering a discrete area of infarction due to 
a single coronary occlusion. When we understand 
the simpler infarcts, we can more reasonably expect to 
unravel the perplexity of the more complex ones. 

Posterior myocardial infarctions are those which in- 
volve the diaphragmatic surface of the heart, most 
commonly near the crux (Fig. 1), and are manifested 
by primary electrocardiographic changes in leads II, III 
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and aVf. Since the artery supplying the crux also sup- 
plies the atrioventricular node, occlusion of this artery 
frequently produces heart block. In man, the crux of 
the heart is supplied by the right coronary artery about 
90 per cent of the time.*-?° 


Fig. 1. A view of the posterior surface of the human heart 
from the left and above. LA is left atrium, RA right atrium, 
LV left ventricle, RV right ventricle, A aorta and SVC the 
superior vena cava; portions of the posterior wall of the left 
and right atria have been cut away, along with the posterior 
part of the interatrial septum, to allow visualization of the 
A-V node (left arrow). Occlusion of the right coronary 
artery (right arrow) produces an infarction in the stippled 
area and includes the A-V node. This is at the crux of the 
heart, the point at which the atrioventricular sulci cross a 
line along the posterior margins of the interatrial and inter- 
ventricular septa. 


A recent study demonstrated that atrial arrhythmias 
beginning during acute myocardial infarction were 
associated with coronary occlusions proximal to the 
blood supply of both the sinus node and A-V node, 
and that the sinus node was always infarcted.1?*!? It is 
significant that in each case the blood supply to both 
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of these efficient pacemakers of the heart was compro- 
mised. Thus patients with infarction at the crux of the 
heart not only jeopardize A-V conduction, but they 
also become more prone to a disorganized cardiac 
rhythm—in the event the sinus node should fail—be- 
cause of the removal of an efficient alternate pace- 
maker (the A-V node). 

When posterior infarctions are due to right coro- 
nary occlusion and the left circumflex and left ante- 
rior descending coronary arteries are patent, optimal 
opportunity exists for collateral circulation to the 
ischemic area. Thus posterior infarction may involve 
a relatively small mass of myocardium, but its in- 
clusion of the blood supply to the A-V node may re- 
sult in profound clinical changes. 

Morphologic studies of the myocardium and the 
coronary arteries in myocardial infarction were com- 
moner years ago than they are now. Much of our 
present knowledge is based on three-lead electrocardio- 
grams. Valuable as these studies were, many infarc- 
tions of various sizes were missed. Additionally, our 
knowledge of the true incidence of rhythm and con- 
duction disturbances during acute myocardial infarc- 
tion is limited by the infrequency of electrocardiograms 
during the acute phase of the illness. Tracings more 
frequent than once or twice a week, particularly when 
supplemented by careful clinical examination, are prob- 
ably not necessary in the clinical management of the 
routine acute myocardial infarction. Despite this 
practical consideration, it must be conceded that sig- 
nificant changes in cardiac rhythm and conduction 
often escape detection, and that our information is 
therefore incomplete. 

In more than fifty hearts from patients with heart 
block, which I have dissected with particular attention 
to the blood supply of the sinus node and A-V node, 
there was always a morphologic reason for occurrence 
of the heart block. When this was a vascular lesion, 
it was always an occlusion of the coronary artery 
supplying the A-V node. 


during an acute anterior infarction, there was always 


If heart block occurred 


an associated old or new posterior infarction, some- 
times not recognized clinically. A “functional” sup- 
pression of A-V conduction by excessive vagal dis- 
charge can occur transiently during acute infarction, 
but even this may be commoner in posterior infarcts. 

Anatomic reasons for the frequency of rhythm and 
conduction disturbances in acute posterior infarcts have 


been discussed above. The commonest supraventricular 
arrhythmia is atrial fibrillation.*-?* Atrial fibrillation is 
usually transient (and often escapes detection), but 
when sustained it is associated with a much increased 
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mortality.12 One reason for this is the inability of 
the infarcted ventricle to compensate (during rapid 
rates) with either more rapid diastolic filling or 
accelerated systolic ejection, and cardiac output falls. 
The gravity of a rapid ventricular rate in myocardial 
infarction should not be confused by data on cardiac 
output in rapid ventricular rates without myocardial 
infarction, since the intact ventricle is able to maintain 
its output near normal.’**® The cardiac output de- 
creases with bradycardia during heart block for similar 
reasons; the normal heart at slow rates maintains 
cardiac output by increasing stroke volume, but the 
infarcted ventricle cannot do this. 


Clinical Features 


Loss of consciousness during acute posterior in- 
farction is due to heart block, reduced cardiac output 
and cerebral ischemia. In patients with cerebral 
atherosclerosis, these symptoms are usually more 
severe and may lead to hemiparesis. Transient syncope 
is often interpreted by the patient as a visual disturb- 
ance and unless specifically questioned he may forget 
this. 

Variable periods of unconsciousness during acute 
posterior infarction are commoner than generally 
realized. Regular close questioning about this symptom 
in patients with acute posterior infarcts is quickly 
impressive. Just as syncope or convulsions must be 
watched for in acute posterior infarction, acute 
posterior infarction must be considered in any patient 
having otherwise unexplained syncope or convulsions. 

Dizziness or syncope is commonly a part of the 
premonitory phase of posterior infarction, sometimes 
recurring for months or even years. Such cases are 
occasionally considered primary neurological disorders 
and are sometimes even dismissed as being psycho- 
genic. Syncope may be the only expression of 
“angina,” but more often there is a preceding or con- 
comitant period of chest pain. Unless the patient is 
specially questioned, however, he may be more im- 
pressed by the cerebral symptoms and fail to mention 
the chest pain. 

Increased vagal activity is observed in most patients 
with acute myocardial infarction,’’ but is particularly 
present in acute posterior infarcts. It contributes to 
likelihood of both arrhythmias and heart block. Sialor- 
rhea, diaphoresis, marked sinus bradycardia, tenesmus, 
nausea and vomiting have all been more frequent in 
posterior than anterior infarctions, in my experience. 

Since heart block in posterior infarction is due 
primarily to ischemia of the A-V node, other evidence 
of A-V node ischemia also occurs. This includes pre- 
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mature A-V nodal beats, Wenckebach phenomenon 
(which may be misinterpreted on auscultation as pre- 
mature beats), and aberration of A-V conduction with 
Wolff-Parkinson-White complexes.'° In 2:1 heart 
block, misinterpretation of the regular auscultatory 
rhythm may be avoided by inspection of the neck 
veins, which will usually reveal an atrial rate double 
that of the ventricles. 


Heart block may first appear immediately at the 
onset of pain, or at any time in the first few days 
after an acute posterior infarction. Vagal hyper- 
activity is an important early contributory factor, but 
heart block several days later probably represents 
ischemic necrosis of the A-V node or bundle. During 
complications at any time in the course of a patient 
with acute posterior infarction, the possibility of heart 
block must be anticipated. This is particularly true of 
states reducing arterial oxygen saturation such as con- 
gestive failure or pneumonia or anemia (e.g., blood 
loss due to excessive anticoagulation), and heart block 
may appear then, whereas it did not (or was not 
recognized) earlier. 

Because arrhythmias and heart block are com- 
moner in acute posterior myocardial infarction, and 
since both of these are associated with reduction in 
cardiac output, the initial course of the patient with 
posterior infarction is inclined to be more stormy and 
sudden death more common. Conversely, the ultimate 
prognosis of these patients is better than with some 
other myocardial infarctions, since the loss of myo- 
cardium at the crux is often relatively small. 

The exact differential mortality of acute anterior 
and posterior myocardial infarcts is not really known. 
The onset of an acute infarction with heart block 
must be associated with an extremely high immediate 
mortality, and an undetermined number of such pa- 
tients die at home or on the street, seldom reaching 
the statistical analyses of mortality in acute myocardial 
infarction. 


Clinical Management 


It is the involvement of the A-V node which deter- 
mines the special aspects of treatment for the patient 
with an acute posterior infarction. Since A-V block 
may appear at any time within the first few days 
following the onset of the infarction, closer observa- 
tion and more frequent electrocardiograms are indi- 
cated. The availability of an external defibrillator and 
cardiac pacemaker are desirable in any myocardial 


infarction, but their necessity is more frequent in 
acute posterior infarction. The onset of heart block 
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or arrhythmias is often preceded by a fall in blood 
pressure. The value of pressor amines in such situa- 
tions is well established, and their use may terminate 
the rhythm or conduction disturbance by restoring the 
efficiency of the collateral circulation.'*:'® In essence, 
one employs the same emergency measures as for any 
myocardial infarction, but their necessity is more 
frequent with acute posterior infarctions. 

Straining for a bowel movement is associated with 
increased vagal tone which may lead to heart block, 
and is thus particularly to be avoided in patients 
with posterior infarcts. A similar modified Valsalva 
maneuver occurs when the patient is asked to hold his 
breath during the recording of certain electrocardio- 
graphic leads (a common practice for the evaluation 
of Q waves in lead III), and breath-holding for this 
purpose should not be used in the patient with posterior 
infarction. 

Drugs affecting A-V conduction include digitalis, 
quinidine, morphine, procaine amide and barbiturates. 
If congestive failure develops during acute posterior 
infarction, digitalis may still be used, but its depressant 
action on A-V conduction must be kept in mind. Its 
use, then, becomes a calculated risk, in which the 
dangers of the heart failure may outweigh the risk of 
inducing heart block. 

There is no more effective medication for the pain 
of acute myocardial infarction than morphine. It is 
vagomimetic, however, and produces vomiting and 
constipation in many patients. An effective remedy 
for this problem is to employ atropine routinely with 
any dose of morphine (1/150 grain of atropine 
sulfate for 14 grain of morphine sulfate). The vago- 
lytic effect of the atropine is seldom a problem when 
used in conjunction with the vagomimetic effect of 
morphine. During acute heart block or intense sinus 
bradycardia considered to be due to excess vagal tone, 
it may be necessary to employ atropine alone, a 
common practice of anesthesiologists who encounter 
vagal reactions. In a patient with an infarcted ventricle 
the hazard is different, but the risk is often still 
justified. 

Some recommend the routine use of quinidine for 
the suppression of myocardial irritability during acute 
myocardial infarction,*"'® while others advise against 
this as routine practice.* Whether indicated in anterior 
myocardial infarctions or not, quinidine is hazardous 
in patients with acute posterior infarction. Its 
generalized suppression of myocardial excitability*® 
does not spare the A-V node, where conduction is 
already jeopardized. In posterior infarction, a few 
premature beats are better watched cautiously, rather 
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than to enhance unnecessarily the likelihood of heart 
block. 

Barbiturates are so commonly employed in the 
management of many illnesses that their action sup- 
pressing myocardial excitability?®** is often forgotten. 
Though their myocardial depressant action is relatively 
minor if compared to quinidine in conventionally em- 
ployed doses, excessive use of barbiturates is un- 
advisable in acute posterior infarction because of the 
possibility of enhancing the development of heart 
block. 


Summary 


Heart block has long been recognized as a feature 
of acute posterior myocardial infarction. Despite this, 
many physicians stereotype their thinking on the 
clinical management of acute myocardial infarction, 
and make no special distinction for posterior infarction. 
The clinical importance of making such a distinction 
is discussed, as well as those measures which con- 
tribute to the optimal management of the patient. 


“A rose is a rose is a rose, and a caterpillar is a tractor.” 
From “Others in the Cast Include,” by Ogden Nash. 
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On Professional Spirit .. . 


While the good physician has humility, he also has 
a pride in his service to humanity. While he is will- 
ing to make personal sacrifice, he is unwilling to 
sacrifice quality and integrity. And while he is 
dedicated to his profession, he also is aware of the 
part which he must play in the world around him. 

In these comments on the professional spirit, | have, 
of course, been discussing an ideal. Probably few 


of us, past or present, have realized this ideal com- 
pletely, or perfectly, or at all times. The doctor, 
being human, sometimes falters, stumbles, or is frus- 
trated by demands and misunderstandings. But the 
true physician always continues the search and the 
striving—and therein lies the stimulating, creative 
value of the medical life—LeonaArD W. Larson, 
M.D., AMA President, Inaugural Address. 








The Pulmonary Capillary Bed 
in Cardiac Disease 


A LL OF THE OXYGEN used in metabolism is ab- 
sorbed by the pulmonary capillary bed and virtually 
all the carbon dioxide produced is excreted through 
this bed. The capillary circulation of the lung is thus 
vital to the economy of the body. Its function 
can be affected by either cardiac or pulmonary disease. 
Study of this bed is, therefore, important in learning 
the ways in which diseases of these organs affect the 
body. 

One approach to the study of the capillary bed is, 
visually, with a microscope. Such a study is un- 
excelled for observing the reactions of the individual 
vessels and in this way the large reserve capacity of 
the pulmonary capillary bed and the intermittent 
circulation in any given capillary have been estab- 
lished.1? A study of the mesenteric circulation® has 
led to the concept that the capillary bed consists of 
certain relatively direct channels between artery and 
vein from which the true capillaries arise by lateral 
branching. In this bed the origins of the true capillaries 
from the thoroughfare channels are surrounded by a 
cuff of smooth muscle (precapillary sphincter). There 
is good evidence‘ that the true capillaries neither con- 
strict nor dilate but that they either close or open 
fully and that a key factor determining patency is the 
tone of the precapillary sphincter. 

Direct observation, however, cannot be made in 
man or under physiological conditions even in experi- 
mental animals. Further, direct observation gives only 
a qualitative notion of the volume of blood in the 
capillaries or the rate of flow in these vessels. 

Recently, indirect methods have become available 
thich permit study of the pulmonary capillary bed 
in man, which give quantitative values for capillary 
volume and capillary flow, which permit deductions 
as to the patency of the capillaries and which, more- 
over, give data relating to the whole capillary bed of 
the lungs rather than to an individual microscopic 
field. 

The purposes of this paper are to outline the indirect 
methods available for study of the pulmonary capillary 
bed, summarize the results obtained in normal sub- 
jects under various physiologic conditions, and describe 
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some observations made in patients with disease in- 
volving this vascular bed. 


Methods 


The first estimate of the blood volume of the pul- 
monary capillary bed was made by Roughton® and 
this work was extended by Roughton and Forster.® 
This method rests on the fact that the reaction of 
carbon monoxide with hemoglobin proceeds at a 
measurable rate and that this rate is a function of the 
tension of oxygen present, being less with high ten- 
sions of oxygen. Thus, at a given oxygen tension, 
and hence reaction rate, the rapidity with which the 
lungs take up carbon monoxide is determined by the 
volume of blood available in the capillaries to react 
with carbon monoxide. The rapidity of uptake of 
carbon monoxide by the lungs is simply the pulmonary 
diffusing capacity for carbon monoxide (DL¢o). 

Thus, if the DLceo is measured at several reaction 
rates (corresponding to several oxygen tensions), it 
is possible to calculate the capillary blood volume 
(V.). To do this it is necessary to convert both DLeo 
and reaction rate to their reciprocals since in this form 
these quantities represent resistances and, like electrical 
resistances, can be added. When such data are plotted, 
a straight line similar to Figure 1 is obtained. The 
slope of this line is the reciprocal of the capillary 
volume (V,). 

Note that this line crosses the vertical axis above 
zero. A zero value for the reciprocal of the reaction 
rate represents an instantaneous reaction of carbon 
monoxide in hemoglobin. The distance between the 
intercept and zero on the vertical axis represents the 
resistance to the uptake of carbon monoxide imposed 
by the surface area and thickness of the membrane 
which separates the carbon monoxide in the alveoli 
from the hemoglobin in the capillaries. It is thus a 
measure of the membrane diffusing capacity (Dm). 

Since the D,, is a function of both the area of the 
capillary wall in contact with the alveoli and the 
thickness of this wall, changes in this value are some- 
what difficult to interpret. For example, an increase in 
membrane diffusing capacity could be due to an in- 
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crease in surface area or to a decrease in wall thick- 
ness or to both processes. 

Here another recently developed technique may 
give important information. It is the measurement of 
pulgionary tissue volume (V,) devised by Cander and 
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Fig. 1. Graphic determination of capillary volume (V.) 
and membrane diffusing capacity (Dm). The reciprocal of 
diffusing capacity (1/DLco) is plotted against the reciprocal 
of reaction rate (1/0). The slope of this line is the reciprocal 
of capillary volume (1/V.). The intercept of this line on 
the vertical axis is the reciprocal of membrane diffusing 
capacity or membrane resistance. This figure appeared in 
the Journal of Clinical Investigation (37:1061, 1958) and is 
reprinted by permission. 


Forster.’ The principle involved here is that after a 
very soluble gas like acetylene is inhaled its concen- 
tration falls for three reasons: (1) it is diluted in the 
gas already present in the lungs; (2) it dissolves in the 
tissue of the lungs; (3) it is carried away by the blood 
flow. The amount of dilution is easily measured by 
inhaling at the same time a poorly soluble gas like 
helium. Both helium and acetylene are diluted to the 
same extent. The amount dissolved in tissue is 
separated from that carried away by the blood by the 
fact that solution in the lung is very rapid while blood 
flow is a continuing process. 

The actual measurement involves determining the 
dilution of acetylene relative to helium at several 
times and plotting the results against time. Thus, the 
amount of gas dissolving in the lung tissue can be 
separated from that dissolved by the blood and values 
for both tissue volume (V,) and blood flow (Q,) 
obtained. We* have modified the technique described 
by Cander and Forster by using rebreathing rather 
than periods of breath holding. 

The measurement of V, enables one to interpret 
changes in D,, more readily, since changes in tissue 
volume should be related to changes in the amount 
of tissue (or fluid) through which gas must pass from 
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alveolus to capillary. For example, if the increase in 
Dm discussed here is accompanied by a decrease in 
V., it is probably due to a decrease in the distance 
that gas must travel rather than to an increase in 
surface area. 

The measurement of tissue volume also has obvious 
usefulness in studying the accumulation of fluid in the 
lungs in congestive heart failure and its relation to 
symptoms in such patients. 


Normal Values and Physiological Changes 


In their original report, Roughton and Forster® 
report data on seven normal subjects. Subsequently, 
we® reported data on nineteen normal subjects. Mc- 
Neill, Rankin and Forster’® reported data on eight 
normal subjects. Bates and associates!! studied four- 
teen normal subjects during moderate exercise. These 
data are summarized in Table |. It will be noted 
that, while the values reported are of the same order 
of magnitude, the range of values is fairly wide. We? 
have considered possible reasons for these differences 
and concluded that the values obtained are more 
valuable for indicating changes in these parameters or 
deviations from normal, than as absolute values. 

We®:?? studied changes in V. and D,, under various 
conditions. The results of our study are summarized 
in qualitative form in Table II. We have been par- 
ticularly interested in the factors that regulate the 
pulmonary capillary bed and have, therefore, attempted 
to correlate the changes observed with available data 
on the changes in pulmonary artery and pulmonary 
venous pressure in these circumstances. From such 
changes, we have deduced the change in capillary 
transmural pressure (TMP) that might be expected 
under these circumstances. From data such as that in 
Table II we feel that the TMP controls the volume of 
blood in the capillaries; that is, in most situations the 
capillary bed passively responds to events elsewhere in 
the cardiovascular system that control TMP. An 
exception to this is the action of norepinephrine; it 
will be noted that although capillary pressure is in- 
creased in this condition capillary volume does not 
increase. A possible explanation is that norepinephrine 
constricts the cuff of smooth muscle at the junction of 
the true capillary with the thoroughfare channel and 
thus prevents an increase of blood volume in the 
capillaries. 

Table II also reveals a possible explanation of the 
changes in D,, observed. At least a part of the thick- 
ness of the membrane between alveolus and capillary 
is made up of the interstitial fluid of the lung. A 
lowered TMP should lead to reabsorption of this fluid 
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in accordance with the Starling hypothesis. This 
would decrease the membrane thickness, and if not 
accompanied by a decrease in V., would give an in- 
crease in D,,. Since V,. decreases in this situation, the 
net result might be an unchanged Dyn. 


In diffuse pulmonary fibrosis due to a variety of 
causes, the published work of Bates et al’? and Mc- 
Neill, Rankin and Forster?® indicates a low V. 
Di». Our own experience is similar. 

McNeill, Rankin 


and 


In obstructive emphysema, and 


TABLE I. Ve AND Dm IN NORMAL SUBJECTS * 


Condition Subjects DLco Method 


Seated 

Seated 
Seated 
45° tilt 
Exercise 


Single breath 
Single breath 
Single breath 
Rebreathing 
Steady state 


*Abbreviations: Ve, 
lungs for CO. 


For this reason, we have been greatly interested in 


measurements of V,. For this measurement we® have 
developed a rebreathing method and have obtained 
results in normal subjects that compare with those ob- 
tained by Cander and Forster’ with the single breath 
method they originally described. In four subjects we 
have found a decrease in V, when changing from the 


recumbent to the upright position. 


Clinical Studies 
McNeill, Rankin and _ Forster?° 
associates’! have found elevated V, 
mitral stenosis during failure. After valvulotomy one 
of the patients of Bates and his co-workers™ showed 
a considerable decrease in V.. and a moderate increase 
in Dy. 
Our experience in a patient with cardiac failure 
from essential hypertension is similar and is shown in 
Figure 2, 


Bates and 


and low D,, in 


and 


in which the abnormality and the improve- 
ment with therapy can be seen. 

In primary pulmonary hypertension, Bates and his 
group"! and we have found decreases in both V,. and Dyn. 


Ve ml 


110.0 
143.0 


Dm ml/mm Hg x min. Reference 


57.6 6 
98.1 4 
63.5 10 
48.0 12 
50.8 11 


78.7 
65.0 


97.3 


capillary blood volume; Dm, membrane diffusing capacity; DLco, diffusing capacity of the 


Forster’? found a normal V. and a moderately low 
D., in three cases. In fourteen emphysema patients, 
we have also found a low D,,, but frequently a low V 
as well. No studies on cor pulmonale in emphysema 
patients are as yet available. 


Future Usefulness 


The study of the pulmonary capillary bed has thus 
far been concerned with the development of methods, 
some elucidation of physiological changes in this 
capillary bed, and a variety of studies on patients who 
while having the same diagnosis may have a wide 
range of cardiovascular abnormalities. 

Many questions remain unanswered, particularly in 
regard to control of the pulmonary capillary bed. We 
have found that norepinephrine prevents an increase in 
V. when TMP is increased and, in this sense, is a 
capillary vasoconstrictor. Are there other such sub- 
stances? Is capillary vasoconstriction a part of the 
body’s defense against pulmonary edema? Are there 
capillary vasodilators? Do these substances affect 
capillary permeability as well? 


TABLE II. RELATION OF Ve AND Dm TO HEMODYNAMIC CHANGES* 


Position Procedure 
Tilted 
Recumbent 
Tilted 
Recumbent 
Recumbent 
Tilted 


None 
Trimethapan 
Trimethapan 
Exercise 
Norepinephrine 
Norepinephrine 


Vv 
Vv 
vv 
A 
A 


*Abbreviations: PAP, pulmonary artery pressure; CO, cardiac output; 


PCP 


Vv 
Vv 


0 


PCP, pulmonary 


PVR 
A 


TMP Ve 


v 
Vv 


Reference 


13 
14, 15 
| 16 
0 A 9,17 
? 0 A 18, 19 
0 20 


“capillary” (or wedge) pressure; PVR, pulmonary vascular 


resistance; TMP, deduced trans-mural pressure in capillaries; blank, no data; ?, conflicting results. Arrows indicate direction of change from recumbent 
position, no drug administered. This table appeared in the J. Clin. Invest. 39:1345, 1960 and is reprinted by permission. 


In patients with increased pulmonary blood flow due 
to intracardiac shunts and to thyrotoxicosis Bates and 
associates'' did not find any increase in V, although 
McNeill, Rankin did. The 


studies, however, were done during exercise. 


and Forster?° former 
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The capillary bed is restricted in primary pul- 
monary hypertension, in emphysema, and in diffuse 
fibrosis. Is the occurrence of pulmonary hypertension 
in these diseases due to restriction of the pulmonary 
capillary bed or do both the pulmonary hypertension 
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and the restricted capillary bed result from narrowing 
of the arterioles? What changes occur in the capillary 
bed when cor pulmonale develops in these diseases? 
The ebb and flow of pulmonary tissue volume with 
change of position opens further areas for investiga- 


CONGESTIVE FAILURE -- HYPERTENSION 


Weight | 205 191 
Vital capacity) 3290 
150 


Ve 
cH 
Fy 


UNTREATED TREATED NORMAL 


Fig. 2. Ve and Dm in congestive heart failure. Measure- 
ments of V.- and Dm in a patient with failure due to hyper- 
tension before therapy (left) and after therapy (center) are 
contrasted with normal values (right). Change in vital 
capacity and body weight with treatment are shown at the 
top. The scale at left applies to both Ve and Dm and the 
units are ml for V. and ml/mm Hg x min. for Dm. 


tion. How much fluid must be deposited in the lungs 
before the patient becomes dyspneic? Is this related 
to increased stiffness of the lungs? How much fluid 
can be mobilized from the lungs by the therapy of 
pulmonary edema? 


The study of the pulmonary capillary bed has pro- 
gressed to the point where correlated investigation of 
flow through the lungs, the pressures in the pulmonary 
artery and pulmonary veins combined with the methods 
discussed in this paper can attempt to answer such 
questions. 
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Experimental Study of Apical-Aortic 


Anastomosis for Aortic Stenosis 


Tue SURGICAL APPROACH to aortic stenosis 
has been improved by the use of the pump oxygenator, 
however, the results have not been as gratifying as in 
mitral stenosis due, largely, to the actual pathology 
found at exploration. We, like others, have been im- 
pressed that the aortic valve when diseased would be 
best handled by the replacement of the valve by some 
adequate aortic prosthesis. Still there is a large group 
of patients who, we believe, could not be benefited 
even by a direct approach to the valve due to their 
age or general debilitated conditions. It was this group 
of patients that stimulated us to investigate some 
method of surgically relieving the deleterious effects 
of aortic stenosis. 

In 1955, Dr. Sarnoff? suggested and experimentally 
produced a group of dogs in which a new passage 
for the outflow of blood from the left ventricle was 
vented from the apex of the heart. This in combination 
with a tube anastomosis to the descending thoracic 
aorta in a Hufnagel-type valve proved successful in 
a number of animals. Under the present day improve- 
ment in prosthetic grafts, we decided to re-study this 
approach of apical egress of blood from the left 
ventricle and see if the technical, as well as the 
physiological effects might possibly be adequate to 
consider it for clinical use. 


Method 


A group of mongrel dogs weighing between 10 and 
15 kilos were used for this experimental study. These 
could be grouped into three series, due to the con- 
tinual modification of the technique until a technique 
was devised that gave long-term survivals. 

Group one consisted of an apical anastomosis be- 
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tween the apex of the left ventricle and the aorta 
with a Hufnagel valve interposed in its mid portion. 
Group two—the technique was modified in that the 
Hufnagel valve was placed at the apex of the heart 











L.V. apical- aortic 
anastomosis 


Fig. 1. 


encased in a sleeve of graft and then a separate seg- 
ment of graft was run from the Hufnagel valve to 
the descending thoracic aorta. Group three consisted 
of the present long-term series in which the Hufnagel 
valve was glued to a holekeeper from which ran a 
graft down to the descending thoracic aorta anasto- 
mosed end to side (Fig. 1). In all the dogs, the 
pressure relationship between the left ventricular pres- 
sure and the aortic pressure was obtained at the time 
of surgery after the ascending aorta had been ligated 


1417 








AORTIC STENOSIS—JORDAN ET AL 


about 1 cm. to 1.5 cm. above the takeoff of the 
coronary vessels. 

In a group of two acute experiments, after the 
technique had been solidified, the coronary sinus was 











Hemodynamics of apical outflow operation 


Fig. 2 


cannulated and relative coronary flows were obtained; 
in these two animals, each acting as its own control, 
with and without the ascending aorta ligated and the 
apical-aortic anastomosis functioning. 


Results 


The first two groups of animals can be roughly 
classified as failures due largely to two complications. 
In the first group, the actual hole in the apex of the 
left ventricle to allow the egress of the blood, was 
found to be difficult to accomplish and a punch was 
devised in which a cross sectional area measuring 1 
cm. in diameter or 1.8 sq. cm. in area could be 
punched out of the apex of the heart. 


In group two, even though the actual area was 
punched out, it was found that on contraction of the 
left ventricle, a stenosis occurred at the new aortic 
ostia. The Hufnagel valve which was pressed against 
the apex of the heart caused necrosis and sloughing of 
the grafted area with fatal hemorrhage. 

In group three, there are actually two groups be- 
cause a polyethylene and, later, a nylon holekeeper 
were derived to hold open the punched out exit from 
the left ventricle. The first type of holekeeper was a 
straight tube measuring 1 cm. inside diameter which 
led to stenosis on the development of granulations 
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which flowed over the inside of the holekeeper and 
occluded the lumen. This complication was negated 
by adding a phlange to the holekeeper. Two types of 
phlanges were devised; one solid and one pliable, glued 
to a tube of nylon which, in the chronic preparation, 
has satisfactorily controlled the development of granu- 
lations and resultant stenosis of the ostia. On 
measuring the pressures in the left ventricle and in the 
descending thoracic aorta with the ascending aorta 
ligated, it was found that a pressure drop ranging 
from 10 to 15 mm./Hg. was generated by the develop- 
ment of this type of anastomosis (Fig. 2). This was 
not considered pathological and the four chronic 
animals that survived have gone as long as three 
months and seem to have an excellent exercise 
tolerance and an ability to survive this procedure 
chronically. In the four animals in which the acute 
coronary flow was measured from a relative flow 
approach, each animal acting as its own control, the 
coronary flows were found to increase by ligation of 
the ascending aorta with the apical-aortic anastomosis 
functioning. 


Discussion 


This is obviously too early to make any definite 
conclusions as to the merit of this procedure. How- 
ever, the actual fact that animals can survive this type 
of anastomosis and the known fact that in humans 
we, as well as Dr. Hufnagel have had Hufnagel valves 
in place up to seven years, leads one to believe that, 
perhaps, this may be an applicable method in that 
group of patients in which total body perfusion is 
dangerous or the risk too high to assume for the 
open repair of their aortic stenosis. There are obviously 
a number of studies still to be carried out, i.e., red 
cell survival which in Dr. Sarnoff’s animals showed 
deterioration due to the abnormal egress of blood and 
the action of a ball-valve prosthesis. We believe that 
an end to side aortic apical anastomosis is a much 
more satisfactory and easier technical anastomosis than 
the cumbersome method of Dr. Sarnoff. The develop- 
ment of a granulating stenosis of the ostia of the 
apical anastomosis seems to be satisfactorily controlled 
by the phlanged holekeeper. However, only chronic 
preparations of a number of years will actually tell 
us whether this is a true fact or not. Renal functions, 
as well as the possible embolization distally which has 
always been a troublesome complication of Hufnagel 
valves will have to stand the test of time and examina- 
tion of kidneys as well as mesentery. It has been our 
unfortunate experience that dogs are not an excellent 
animal for the study of arterial embolization since 
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they appear to be able to sustain arterial embolization 
much better than humans. 


There were some animals in the chronic group that 
died unexplained, even after post mortem examination, 
and these were considered to have died of acute 
coronary insufficiency. However, the two prepara- 
tions testing the relative coronary flow with and with- 
out the ascending aorta ligated and the apical-aortic 
anastomosis in place, seemed to refute this contention 


that these animals died of coronary insufficiency. 


Summary 
This is an experimental study of physiological 
pressure relations, coronary flows, and modified tech- 
nical changes necessary for the successful production 
of long-term survival in a series of experimental 
animals (dogs) with an apical-aortic valvular anasto- 


mosis as suggested by Sarnoff. 
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Biopsy Apparatus Developed 


Doctors at the University of Michigan Medical 
Center have developed a new bite-size apparatus that 
will take tiny samples of living tissue from a patient’s 
small intestine without surgery. Its use may cut down 
the need for exploratory operations in suspected 
stomach cancer and other disorders of the digestive 
system. 


The instrument is called a “hydraulic biopsy ap- 
paratus.” Attached to a length of soft plastic tubing 
is a stainless steel capsule smaller than a piece of rock 
candy, which is swallowed by the patient. 


Inside the capsule is a razor sharp cylinder that is 


activated by hydraulic pressure transmitted down the 
plastic tube. On each motion, it crosses a small open- 
ing in the capsule and slices off a microscopic layer of 
the lining of the intestine. 


The sample is then washed up through the plastic 
tube so it can be analyzed by the attending physician. 
Any number of tissue samples can be taken before 
the capsule is removed. 


Robert J. Bolt, M.D., and Arthur B. French, M.D., 
both associate professors of internal medicine at the 
University of Michigan began developing the appara- 
tus two years ago. 


New Branch of Medical Science? 


Add to your medical vocabulary a new term— 
“propetology.” 

Roger J. Williams, Ph.D., and Frank L. Siegel, 
Ph.D., Clayton Foundation Biochemical Institute, Uni- 
versity of Texas, suggest this term for a new science 
“which will deal with innate susceptibility and resist- 
ance primarily to diseases of a noninfective nature.” 

Many diseases have genetic roots. The term, taken 
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from the Greek propet, “leaning toward,” emphasizes 
that people “merely lean toward certain diseases; it is 
by no means inevitable that they will contract them.” 

People who are prone to certain diseases “would 
not need to suffer from these diseases if their prone- 
ness were recognized early and if appropriate mea- 
sures could be taken to overcome it.”—American 
Journal of Medicine, September, 1961. 





Anti-Hypertensive Effects of Chlorothiazide 
Reserpine and Placebo 


A Double-Blind Evaluation 


Ir IS generally agreed that the best control in 
evaluating a new medication is achieved by utilizing 
the double-blind technique. The double-blind tech- 
nique is of particular value in assessing anti-hyper- 
tensive agents to minimize the variations intrinsic to 
essential hypertension and those due to emotional ties 
between physician and patient. Effects of pheno- 
barbital,*?° rauwolfia alkaloids,?%?°1%14 and hydra- 
lazine’® have been evaluated in this manner. 

Since its synthesis by Novello and Sprague in 1957, 
chlorothiazide has had intensive clinical trial as an 
anti-hypertensive and diuretic agent. Numerous pub- 
lished reports have compared the effects of chlorothia- 
zide with other anti-hypertensive agents. To our 
knowledge, there has been no published evaluation of 
the anti-hypertensive effect of chlorothiazide, utilizing 
the double-blind technique. We have hoped to assess, 
as objectively as possible, the anti-hypertensive effect 
of chlorothiazide and its combination with reserpine. 


Method 


Eighteen hypertensive patients from the outpatient 
clinic of Detroit Receiving Hospital completed the 
study and were used in the evaluation. The study was 
undertaken from October, 1958, to December, 1959. 
Sixteen of the patients were female, two were male. 
All patients were Negroes. The age range was from 
thirty-six to sixty-six, with a mean age of forty-nine 
years. Although several patients were taking a cardiac 
glycoside, none was felt to be in congestive heart fail- 
ure. All but six patients had arteriolar changes on 
ophthalmoscopic examination of grade ii or greater 
(Keith-Wagner classification). In all patients, the diag- 
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pital, Detroit, Michigan. 
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nosis of benign essential hypertension of moderate 
severity was made. 

The patients were seen in the outpatient clinic at 
two week intervals, and blood pressure readings were 
obtained with the patient in the supine position. Only 
those readings obtained after the patient had been 
lying quietly and alone for at least ten minutes were 
subjected to analysis. The diastolic pressure was taken 
as that reading at which there was complete disap- 
pearance of sounds. Resting pulse rates and weight 
were recorded at each visit. The medication was pre- 
pared in advance by a nurse, and was given to pa- 
tients by code numbers according to a master schedule. 
There were four separate treatments in this study, 
each of twelve weeks’ duration. These were (1) chlo- 
rothiazide placebo (lactose), b.i.d., and reserpine pla- 
cebo (lactose), b.id.; (2) reserpine 0.25 mg., b.i.d., 
with chlorothiazide placebo, b.id.; (3) cholothiazide 
0.5 Gm., b.id., with reserpine placebo, b.i.d.; 
(4) chlorothiazide 0.5 Gm., b.i.d., with reserpine 0.25 
mg., b.i.d. The active tablets and their respective 
placebos were identical in color, size and shape. Each 
patient received each of the four treatments. Five pa- 
tients started with placebos only (treatment 1); two 
patients started with chlorothiazide (treatment 3) ; five 
patients started with reserpine (treatment 2); and six 
patients were started with chlorothiazide and reserpine 
(treatment 4). The sequence in which the subsequent 
treatments were given was chosen completely at ran- 
dom. The twelve-week treatment periods were sepa- 
rated by two weeks of placebo tablets known to the 
physicians. Exactly two weeks’ supply of medication, 
placed in identical envelopes, was given at each visit. 
At no time did the patient or the physician know the 
nature of the medication dispensed. The subjects were 
not on dietary restriction of any kind, and were not 
given supplemental potassium chloride. 

The data obtained were subjected to analysis of 
variance in order to determine whether there was a 
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ALL PHYSICIANS 
ARE WELCOME 


Recognizing that the exchange of ideas is fundamental to medical progress, Lederle 
continues its Symposium program with the 10th year of scheduled meetings. Through 
these Symposia, sponsored by medical organizations with our cooperation, over 50,000 
physicians have had the opportunity to hear and question authorities on important 
advances in clinical medicine and surgery. You have a standing invitation to attend any 
of these Symposia with your wife, for whom a special program is planned. 


ANOTHER YEAR OF SYMPOSIA... 


PROVIDENCE, RHODE ISLAND 
Wednesday, November 1, 1961 
The Colony Motor Hotel 


HARRISBURG, PENNSYLVANIA 
Thursday, November 9, 1961 
The Penn Harris Hotel 


JACKSONVILLE, FLORIDA 
Sunday, November 12, 1961 
The Robert Meyer Hotel 


ALLENTOWN, PENNSYLVANIA 
Wednesday, November 15, 1961 
The Americus Hotel 


SOMERVILLE, NEW JERSEY 
Thursday, November 16, 1961 
The Far Hills Inn 


NASHVILLE, TENNESSEE 
Wednesday, November 29, 1961 
Meharry Medical College 


EDINBURG, TEXAS 
Saturday, December 2, 1961 
The Echo Motor Hotel 


WACO, TEXAS 
Sunday, December 10, 1961 
The Holiday Inn 


Plans for 1962 already include 
the following Symposia, with 
more being arranged: 


MOBILE, ALABAMA 
Friday, January 5, 1962 
The Admiral Semmes Hotel 


ST. PAUL, MINNESOTA 
January 8, 1962 
The Hotel Lowry 


PORTLAND, OREGON 
Wednesday, January 24, 1962 
The Sheraton-Portland Hotel 


ANCHORAGE, ALASKA 
Saturday, February 24, 1962 
The Westward Hotel 


WINCHESTER, VIRGINIA 
Wednesday, March 14, 1962 
The Lee-Jackson Hotel 


SIOUX CITY, IOWA 
Thursday, March 15, 1962 
The Sheraton-Martin Hotel 


SPOKANE, WASHINGTON 
Saturday, June 2, 1962 
The Davenport Hotel 


a> LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, N. Y. 
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blood pressure approaches normal 
more readily, more safely....simply 


Salutensin 


(hydroflumethiazide, reserpine, protoveratrine A—antihypertensive formulation) 


Early, efficient reduction of blood pressure. Only Salutensin combines 
the advantages of protoveratrine A (“the most physiologic, hemody- 
namic reversal of hypertension’’') with the basic benefits of thiazide- 
rauwolfia therapy. The potentiating/additive effects of these agents?® 
provide increased antihypertensive control at dosage levels which 
reduce the incidence and severity of unwanted effects. 

Salutensin combines Saluron® (hydroflumethiazide), a more effective 
‘dry weight’ diuretic which produces up to 60% greater excretion of 
sodium than does chlorothiazide’; reserpine, to block excessive pressor 
responses and relieve anxiety; and protoveratrine A, which relieves 
arteriolar constriction and reduces peripheral resistance through its 
action on the blood pressure reflex receptors in the carotid sinus. 
Added advantages for long-term or difficult patients. Salutensin will re- 
duce blood pressure (both systolic and diastolic) to normal or near- 
normal levels, and maintain it there, in the great majority of cases. 
Patients on thiazide/rauwolfia therapy often experience further improve- 
ment when transferred to Salutensin. Further, therapy with Salutensin is 
both economical and convenient. 


Each Salutensin tablet contains: 50 mg. Saluron® (hydroflumethiazide), 0.125 mg. reserpine, and 
0.2 mg. protoveratrine A. See Official Package Circular for complete information on dosage, side 
effects and precautions. 

Supplied: Bottles of 60 scored tablets. 

References: 1. Fries, E. D.: In Hypertension, ed. by J. H. Moyer, Saunders, Phila., 1959 p. 123. 
2. Fries, E. D.: South M. J. 51:1281 (Oct.) 1958. 3. Finnerty, F. A. and Buchholz, J. H.: GP 17:95 
(Feb.) 1958. 4. Gill, R. J., et_al.: Am. Pract. & Digest Treat. 11:1007 (Dec.) 1960. 5. Brest, A. N. 
and Moyer, J. H.: J. South Carolina M. A. 56:171 (May) 1960. 6. Wilkins R. W.: Postgrad. Med. 
26:59 (July) 1959. 7. Gifford, R. W., Jr.: Read at the Hahnemann Symp. on Hypertension, Phila. 
Dec. 8 to 13, 1958. 8. Fries, E. D., et_al.: J. A. M. A. 166:137 (Jan. 11) 1958. 9. Ford, R. V. and 
Nickell, J.: Ant. Med. & Clin. Ther. 6:461, 1959. 


all the antihypertensive benefits of thiazide- 
rauwolfia therapy plus the specific, 
physiologic vasodilation of protoveratrine A 
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11 WEEKS TO LOWER BLOOD PRESSURE TO DESIRED LEVELS BY SERIAL ADDITION OF 
THE INGREDIENTS IN SALUTENSIN IN A TEST CASE 


(Adapted from Spiotta, E. J.:; Report to Department of Clinical Investigation, Bristol Laboratories) 
SALUTENSIN 
(thiazide 


thiazide protoveratrine A 
thiazide protoveratrine A reserpine) 
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32 WEEKS TO LOWER BLOOD PRESSURE TO DESIRED LEVELS USING SALUTENSIN FROM 
THE START OF THERAPY IN A ‘“‘DOUBLE BLIND’’ CROSSOVER STUDY 
Mean Blood Pressures—Systolic (S) and Diastolic (D) 





Placebo Followed by Salutensin Salutensin Followed by Placebo 
(22 patients) (23 patients) 





Placebo Salutensin Salutensin Placebo 
Before After Before After Before After Before After 











50 

In this ‘‘double blind” crossover study of 45 patients, the mean systolic and diastolic blood pres- 
sures were essentially unchanged or rose during placebo administration, and decreased markedly 
during the 25 days of Salutensin therapy. (Smith, C. W.: Report to Department of Clinical Investi- 


gation, Bristol Laboratories.) aed 
BRISTOL LABORATORIES / Div. of Bristol-Myers Co., Syracuse,N.Y. 
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After 10 weeks 
of therapy — 

a clear skin, 

a new personality, 
a new world of 
fun and laughter 


pHisoHex, used as a daily, exclusive 
wash, enhances any treatment for 
acne. Because it contains 3 per cent 
hexachlorophene, it supplies continuous 
antibacterial action to help combat 
the infection factor. pHisoHex 
cleanses better than soap because 

it is 40 per cent more surface-active. 
Used together, pHisoHex and new 
keratolytic pHisoAc Cream provide 
basic complementary topical therapy 
for patients with acne—to unplug 
follicles and to help prevent 
comedones, pustules and scarring. 
New pHisoAc Cream dries, peels and 
helps degerm the skin; flesh-toned, it 
tends to hide acne lesions as they heal. 
pHisoHex, in unbreakable squeeze 
bottles of 5 oz. and NEW pews bottles 
of 1 pint; pHisoAc in 1/4 oz. tubes. 


pHisoHex and pHisoAc, trademarks reg. U.S. Pat. Off. 


. 
iithvop LABORATORIES 
New York 18, N.Y. 





CLINICAL PHOTOGRAPHS 





Acne vulgaris before treatment 


For treatment at home, this patient 
washed her face daily with pHisoHex 
and kept pHisoAc on her face twenty- 
four hours a day. 


Nine office treatments consisted of 
mechanical removal of blackheads and 
applications of carbon dioxide slush. 
No other medication was given. 


After 10 weeks of therapy 


For Acne-PHISOHEX’ and 


antibacterial, nonalkaline, nonirritating, 
hypoallergenic detergent 


pHisoAc’ cream 


keratolytic 
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ANTI-HYPERTENSIVE EFFECTS OF 


significant difference between the treatment groups. 
When a significant difference was found at the one 
per cent level, the individual pairs of treatments were 
compared, using the “t” The mean values were 
calculated from 108 observations (six observations 
times eighteen patients), for each treatment group. 
The standard deviations and standard errors of these 
means are also given. 


test. 


TABLE I. COMPARISON 
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revealed a difference among the four treatment groups 
which was significant at the one per cent level. The 
mean diastolic pressure for the group while on placebo 
was 102 + 1* mm. Hg. 

When reserpine and placebo were administered, the 
mean diastolic pressure of the group was 99 + 1* mm. 
Hg. This value when compared to that obtained on 
placebo alone was significant (0.02 << p < 0.05). 


OF TREATMENTS—SYSTOLIC PRESSURES 








Blood Pressure 
mm. Mercury 


Treatment 
Standard | 
| Mean Deviation 


Placebo } | 
Reserpine 5 
Chlorothiazide 5 } 

Chlorothiazide and reserpine 


‘Standard ‘Error 


| ee 
| 
| 


Placebo 


of the Mean 


ape Statistical Comparisons 
} 
| 
| 
| 


| Reserpine | Chlorothiazide 


0.4<p<0.5 | 


p<0.001 p<0.001 | 
p<0.001 p<0.001 | 


p<0.001 
0.3<p<0.4 





Result 

Systolic Pressure (Table 1).—The mean systolic 
blood pressure of the group while on placebo medica- 
tion was 178 + 2* mm. Hg. 

The combination of reserpine and placebo resulted 
in a mean systolic pressure of 176 + 2* mm. Hg. for 
the group. There was no significant difference between 
this value and that obtained on placebo (p > 0.4). 


TABLE II. COMPARISON 


The mean diastolic pressure of the group when on 
chlorothiazide and placebo was 95 + 1* mm. Hg. 
This value, when compared to placebo medication, was 
significant (p < 0.001); when compared to the dias- 
tolic pressure obtained with reserpine alone, the dif- 
ference of 4 mm. Hg. was also significant (0.01 < p 
< 0.02). The combination of reserpine and chloro- 
thiazide caused a further drop in mean diastolic pres- 


OF TREATMENTS—DIASTOLIC PRESSURES 








Blood Pressure 
mm. Mercury 


Treatment ——--— 
| Standard 
Mean | Deviation | 
Placebo 
Reserpine 
Chlorothiazide 
Chlorothiazide and reserpine 


When chlorothiazide and placebo were given, the 
mean systolic pressure was 159 + 2* mm. Hg. The 
difference between this value and the mean pressure 
obtained on placebo was 19 mm. Hg. This represented 


a highly significant decrease in systolic pressure. 


(p < 0.001). 
The mean systolic pressure for the group while on 


combination treatment of chlorothiazide plus _reser- 
pine was 151 ++ 2* mm. Hg., which was 8 mm. Hg. 
lower than the value obtained on chlorothiazide alone. 
This decrease in systolic pressure with the addition of 
reserpine was not statistically significant (0.3 < p 


< 0.4). 


Diastolic Pressure (Table II).—Analysis of variance 


*Standard error of the mean. 
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Statistical Comparisons 


| ii | 


Reserpine 


Standard Error | 
_of the Mean 


Placebo 


1 aes 
1 | 0.02<p<0.05 
1 p<0.001 
1 p<0.001 


Chlorothiazide 


01<p<.02 
01<p< 


cool ai .001<p<.01 


sure to 90 + 1* mm. Hg. When this was compared 
to the value obtained for the group on placebo alone, 
was found (p < 0.001). Fur- 
thermore, the combination of chlorothiazide and re- 
serpine caused a drop of 5 mm. Hg. when compared 
to chlorothiazide alone, which was also statistically 
significant (0.001 << p < 0.01). 


a significant difference 


Pulse Rates——The mean pulse rate on placebo was 
75 + 1* per minute; on chlorothiazide alone, it was 
76 + 1.0* per minute. On reserpine alone, the pulse 
rate was 67 - 1* per minute. Reserpine caused a 
significant bradycardia, (p < 0.001), when compared 
to placebo. Chlorothiazide had no detectable effect on 
the pulse rate. 


*Standard error of the mean. 
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Weight Change——Body weights at the beginning and 
end of each of the twelve week treatment periods were 
compared. There was found a mean weight loss of 
0.5 + 0.4* Kilo for the group while on placebo. There 
was a mean weight loss of 0.9 + 0.6* Kilo for the 
group while on chlorothiazide alone. This weight 
change was not significant (0.4 << p < 0.5). There 
was a mean weight gain of 0.7 + 0.5* Kilo for the 
group while on reserpine, and a mean weight gain of 
1.0 + 0.4* Kilo while on reserpine plus chlorothiazide. 
These weight gains when compared to treatments 
not containing reserpine were significant (p < 0.001). 

When weight changes in the first two weeks of each 
treatment period were compared, no significant de- 
crease attributable to chlorothiazide was detected. 


Discussion 

Bartells and Townley' reported that a significant 
reduction in blood pressure was obtained in 80 per cent 
of 65 hypertensive patients given chlorothiazide. Con- 
way and Lauwers® noted that two-thirds of a group of 
83 patients obtained a reduction in blood pressure on 
chlorothiazide alone. Freis? found that there was no 
drop in pressure in normals given chlorothiazide, and 
that a diet high in sodium negated the anti-hypertensive 
effect when chlorothiazide was given to hypertensives. 
Hollander and Chobanian* found that the hypotensive 
action of chlorothiazide was not impaired when dietary 
sodium was increased to 225 mEq. per day. Nuss- 
baum and Hellman’? reported that chlorothiazide 
alone was but weakly hypotensive in action, but that 
a significant reduction in blood pressure occurred with 
the addition of reserpine. 

A well-controlled study by Darvill,> which assessed 
chlorothiazide and placebo, showed a significant de- 
crease in blood pressure in only one of six patients 
given chlorothiazide alone. In another group who 
were given reserpine or hydralazine in addition to 
chlorothiazide, a statistically significant reduction in 
blood pressure occurred in six of fifteen patients. 

In the present study, a distinctly significant anti- 
hypertensive action has been shown for chlorothiazide. 


A further significant drop in the diastolic pressure oc- 


curred with the addition of reserpine. 

The mechanism of action of chlorothiazide as an 
anti-hypertensive agent still remains obscure. Many 
workers have noted a decrease in plasma volume and 
total body weight, coincident with the naturesis in- 
duced by chlorothiazide administration. Dustan™ be- 
lieves that the hypotensive action is related to oligemia 
and decreased cardiac output which occurs with con- 


*Standard error of the mean. 
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tinued chlorothiazide administration. The oligemia is 
associated with an increased total peripheral resistance, 
which probably represents increased vasomotor tone. 
Such an increase would explain the enhanced effect of 
ganglioplegic drugs in patients who are receiving chlo- 
rothiazide. The hypotensive effect of chlorothiazide 
can be abolished by infusion of sufficient dextran to 
revert plasma volume and cardiac output to pre-treat- 
ment levels.® 

Oligemia is apparently not a factor in the con- 
tinued hypotensive effect of chlorothiazide, though it 
may be important initially. In the present study, there 
was no significant decrease in body weight after either 
two or twelve weeks of chlorothiazide treatment. 
Vertes and Sopher’® noted that though an initial weight 
loss occurred, the weight reverted after a few days to 
pre-treatment levels. The serum sodium and chloride 
concentrations returned to normal after an initial fall. 
Conway and Lauwers® found that on long term therapy 
(mean of 77 days), the cardiac output and plasma 
volume returned to normal after an initial reduction in 
both parameters. They also found that there was, in 
fact, a slight decrease in the calculated total peripheral 
resistance on long term chlorothiazide administration. 
As they point out, reversing the increased peripheral 
resistance characteristic of essential hypertension is a 
physiologically satisfactory method of treatment. 

The weight gain noted in our patients with reserpine 
administration was noted to be statistically significant, 
and was probably related to increased appetite. A 
similar significant weight gain with reserpine was 
noted in a previous study, which evaluated reserpine, 
syrosingopine, phenobarbital and placebo by the 
double-blind technique.*® 

In the present study, there was no demonstrable 
change in pulse rate attributable to chlorothiazide. As 
would be expected, a significant bradycardia was noted 
with reserpine administration. Chlorothiazide did not 
significantly alter the bradycardia caused by reserpine. 
Skin lesions, purpura, postural syncope and weakness 
were not encountered in this study. In conclusion, util- 
izing the double-blind technique, a significant anti- 
hypertensive action of chlorothiazide, when used alone, 
was demonstrated. A further reduction in blood pres- 
sure occurred with concomitant administration of 
reserpine. 


Summary 


Using the double-blind technique, the effects on the 
blood pressure of chlorothiazide, reserpine, chlorothia- 
zide plus reserpine, and placebo were assessed. Each 
of the eighteen hypertensive patients studied received 
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each of the four treatment regimens. The dosage of 
reserpine was 0.25 mg. twice a day; and that of chloro- 
thiazide, 0.5 Gm. twice a day. The mean systolic pres- 
sures were: placebo, 178 + 20 (standard deviation) 
mm. Hg.; reserpine, 176 + 20 mm. Hg.; chlorothia- 
zide, 159 + 22 mm. Hg.; and chlorothiazide plus re- 
serpine, 151 ++ 22 mm. Hg. The differences between 
placebo on one hand and either chlorothiazide or 
chlorothiazide plus reserpine on the other were sig- 
nificant (p < 0.001). Reserpine alone did not sig- 
nificantly depress the systolic pressure, and its addition 
to a regimen of chlorothiazide did not further signifi- 
cantly lower the systolic pressure. The mean diastolic 
pressures were: placebo, 102 + 13 mm. Hg.; reser- 
pine 99 + 11 mm. Hg,; chlorothiazide, 95 + 12 mm. 
Hg.; and chlorothiazide plus reserpine, 90 + 12 mm. 
Hg. All of these means were significantly (p < 0.05) 
different from each other. No significant change in 
weight or pulse rate was caused by chlorothiazide. 
Reserpine caused a significant bradycardia and weight 


gain. 
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Diabetic Diathesis 


If you’re going to get diabetes in middle age, the 


disease is developing right now. Dr. Jerome W. Conn, 
of The University of Michigan Medical Center, re- 
ported his views to the Pan American Congress of 
Endocrinology meeting in Lima, Peru. Dr. Conn said 
every victim of diabetes is born with the disorder. He 
urged medical scientists to find new ways to identify 
the disease in its earliest stages. 


One clue, he said, shows up in the “high incidence 


of fetal complications of pregnancy in women who are 
destined to become diabetics many years later.” But 
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there are other traits and signposts not yet understood 
by medicine. 

The classic symptom of diabetes is the breakdown 
in carbohydrate metabolism: when the body can no 
longer manufacture enough insulin. But, says Dr. 
Conn, “This represents a very late stage of the diabetic 
syndrome. Ultimately, we want to divide the symp- 
toms of diabeties into those which predate and those 
which follow the onset of this hypoinsulinism. 

“The prediabetic state is not the lull before the 
storm,” Dr. Conn said. “It is a dynamic period in the 
evolution of clinical diabetes.” 








Regional Perfusion of Malignant Lesions 


No ONE knows better than the surgeon that the 
ultimate answer to the problem of neoplastic disease 
does not lie in more extended operative approach. The 
frequently systemic or at least regional nature of the 
common malignancies makes one realize that the ideal 
treatment for most of these patients will come one 
day in some form of cancerocidal drug. A drug which 
can so alter the metabolic activity of the neoplastic 
cell that it cannot continue a rapid rate of mitosis. 
Such drugs are currently available. They all, however, 
have sufficient toxicity to normal cells and organs to 
preclude their systemic use in strictly cancerocidal 
doses. In the last fifteen years, some 50,000 drugs have 
been evaluated in various laboratory situations for 
chemotherapeutic effect on tumors. It is interesting to 
observe that one of the earliest agents known, nitro- 
gen mustard, is still considered by many to be most 
useful in most cases. 

In recent years, several groups in the United States, 
led by Dr. Oscar Creech in 1957, have described isola- 
tion perfusions techniques for increasing the dose of 
cancerocidal agents to the regions involved with tumor. 
With current methods, the concentrations of cytotoxic 
agents delivered to the tumor can be increased six to 
ten times over that possible by systemically admin- 
istered drugs. An equally attractive feature of this 
method is the ability of the surgeon to largely exclude 
the cancerocidal agent from the systemic circulation. 
In this way, the common complications of chemother- 
apy, such as bone marrow depression and gastroin- 
testinal upsets can be largely eliminated. 

Nitrogen mustard has been used more in chemo- 
therapy than any other drug. It is an alkylating agent 
whose effects are manifest as a nucleotoxic reaction. 
5-Fluorouracil is a pyrimadine analog which is funda- 
mentally an antimetabolite. It seems to hold most 
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promise in the treatment of adenocarcinoma which is 
generally resistant to chemotherapeutic agents. Phenyl- 
alanine mustard was first synthesized by Larinov in 
Moscow as Sarcolysine. It is similar to nitrogen mus- 
tard but more toxic particularly to bone marrow. Tri- 
ethylene-phospho-amide is chemically related to nitro- 
gen mustard and is similarly a nucleotoxin. 


Techniques 

All of the isolated perfusions techniques have several 
features in common. The tumor bearing area must be 
located in such a region that fairly complete isolation 
of the arterial and venous supply is anatomically feasi- 
ble. The extremities and lungs fulfill this criterion 
most completely. Other areas, such as pelvis, breast 
and head, are less desirable but have been perfused on 
many occasions. The necessary equipment for all per- 
fusions except lung includes a Sigmamotor pump, a 
disposable bubble type oxygenator, an oxygen supply 
and the necessary lines and cannulae to connect the 
patient to the apparatus (Fig. 1). 

The pump oxygenator is primed with five units of 
heparinized blood and oxygen is passed through the 
blood oxygenator. There is abundant experimental 
evidence to demonstrate that the available chemo- 
therapeutic agents have a higher index of activity in 
blood with a high oxygen tension. Also, the normal 
tissue in the area is not allowed to become anoxic 
during the thirty to forty minutes the perfusions re- 
quire. The arterial and venous supply is occluded 
proximally and the cannulae are then inserted below 
the clamps in the major artery and vein to the area. 

The usual flow rates vary from 100 cc/min. in an 
upper extremity to 800-900 cc/min. in the lungs. If 
these set levels are significantly exceeded, capillary 
rupture from increased pressure causes complications 
in the post perfusion period of edema, pain and skin 
vesiculations. A tourniquet of the Esmarch variety is 
ordinarily used to minimize systemic leak from the 
extremity perfusion circuit. 

The chemotherapeutic agent is injected into the per- 
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fusion circuit between the oxygenator and the arterial 
pump. This minimizes streaming and unequal dis- 
tribution. The usual technique is to administer the 
total dose in four divided doses with an interval of 
perfusions between doses sufficient to allow tur the 
maximum activity of the drug in the tissues. With 
the two agents we have commonly used this is five 
to eight minutes. We have elected to use nitrogen 
mustard and 5-Fluorouracil in the early cases presented 
to us for perfusion for two reasons. First, there is 
no clear evidence that any other agents are superior. 


SIGMAMOTOR PUMP 


Pulmopak 





| Arterial 
pump 








From femoral vein 
— _ 

venous 

} pump 











Fig. 1. Typical perfusion technique 


Secondly, the period of activity of these two cyto- 
toxins is short so that at the end of the procedure 
it is not necessary to wash out the area perfused and 
reinfuse blood and/or blood substitute. In those 
drugs with a long period of tissue toxicity, this wash- 
ing out, of course, is necessary so that these agents 
are not allowed to re-enter the systemic circulation 
in toxic amounts when the perfusion is completed. 
One of the hazards in this procedure is that the 
vascular isolations of the area to be perfused is not 
complete and that a prohibitive leak of the cytotoxic 
agent will occur. Several methods have been devised 
to test the completeness of isolation. In the early 
cases, we injected Evans blue dye into the perfusion 
circuit and after allowing this circuit to run for five 
minutes, drew a systemic blood sample from the anti- 
cubital vein. Serum is examined photoelectrically and 
any serious leak can be detected. More recently, the 
use of serum albumin tagged with radioactive iodine 
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This determination is 
done in the same manner as is done with Evans blue 
except the per cent of leak is estimated with a well 
scintillation counter using again systemic blood 


has become available to us. 
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Fig. 2. Lower extremity perfusion. 


sample. In general, leaks from the extremities and 
lungs have not been troublesome, however, those from 
the pelvis have run as high as 25 to 30 per cent 
on occasion. 


Regional Techniques 
The lower extremity lends itself better than any 
other locality to isolated perfusions. The common 
femoral vein and artery are isolated and cannulated. 
An Esmarch bandage is applied above. All of our leg 
perfusions have been done for melanoma (Fig. 2). 
In the upper extremity, the brachial vein and artery 


are cannulated in a similar manner. The tourniquet 


is applied. The arm perfusions have been for sarcoma. 

As mentioned earlier, the pelvis is a far from ideal 
location. Systemic leak has been sufficient to cause 
thrombocytopenia in two cases. The common fe- 
moral vessels are exposed bilaterally. They are can- 
nulated and connected to the pump on one side and 
are occluded with clamps on the contralateral side. 
The aorta and inferior vena cava are exposed through 
an abdominal incision and both are occluded. The 
perfusion is then started, and the system is tested 
for leaks. This technique has found most use in 
patients with postoperative abdominoperineal resection 
who have perineal or presacral recurrence (Fig. 3). 

The technique used for the lung differs from other 
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perfusions in that the systemic circulation must be 
maintained during the perfusion with a second pump 
oxygenator of the Kay-Cross variety. The pulmonary 
circulation is replaced by the blood containing the 








4 


Fig. 3. Pelvic perfusion. 


cytotoxic agent. This is accomplished by cannulating 
the femoral artery for systemic arterial inflow and 
the right atrium for venous outflow. The pulmonary 
circuit is then perfused by cannulating the main pul- 
monary artery for inflow and the left atrium for 
pulmonary venous return to the Sigmamotor pump. 


TABLE I. COMPLICATIONS 


Death 


Edema of Extremity 
Hematopoietic 
Gastrointestinal 
Slough of Skin Flaps 
Wound Infection 


Complications (Table I) 


Two of our patients have died as a result of the 
procedure. One, we have every reason to believe, 
died of an overdose of curare. The anesthetic record 
and the clinical course postoperatively support this 
conclusion. The other death was due to hemorrhage 
twenty-four hours postoperatively from a major ves- 
sel which was poorly managed. 

The commonest complication has been edema of 
the extremity. This has presented no great problem, 
responding in each instance in three to four days 
with conservative measures such as compression band- 
ages and elevation. 
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Hematopoietic difficulties of minor degree have been 
seen in several patients each a pelvic perfusion. 
Thrombocytopenia and anemia were the usual ab- 
normalities noted. In each instance this responded 
to not more than 1000 cc. fresh whole blood and did 
not recur. 

Nausea and occasional vomiting have also been 
seen but were of no great magnitude. 


Types of Tumors Treated 


We have perfused five melanomas, five carcinomas 
and two sarcomas. 

It should be mentioned that in no case did a patient 
have perfusion as a solitary procedure. The usually 
accepted modalities of treatment such as wide local 
excision, radical node dissection, resection and x-radi- 
ation were used with perfusion as an adjunctive 
measure. 


FABLE II. RESULTS 


One to Nine Months Post-perfusion 


Alive Without Evidence of Disease 
Alive With Evidence of Disease 
Dead 


Results—One to Nine Months Post-perfusion 
(Table IT) 


With the exceptions of the two operative deaths, 
all the patients are alive at this time from one to 
nine months post-perfusion. There are seven alive 
without clinical evidence of disease now and three 
alive with residual or recurrent disease. 

At this time, no one would recommend region per- 
fusion as a sole mode of treatment in a case where 
the standard surgical procedures have been shown 
to cure or to palliate effectively. For that reason, 
few patients, none in our series, can be critically 
evaluated at this time as to the precise effect the 
chemotherapeutic agents alone have had in the course 
of their disease. There are certain instances in se- 
lected cases, however, where the method seems to 
have applications as being theoretically and practically 
superior to operative treatment. 
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The Challenge to the Professions 


In HIS Landmarks of Tomorrow, Peter Drucker, 
famed Columbia University professor of government, 
suggests that we have entered the post-modern world. 
He explains that our period of history is a transition 
to a time in which mankind will possess the knowledge 
and skill, about himself and about things, to control 
the nature and the rate of change. He further con- 
cludes that among the characteristics of this transi- 
tional epoch is a healthy skepticism and reorganiza- 
tion of scientific knowledge, and that no discipline or 
profession is immune from the process. 

When one places this thought against our day of 
science, technology, and the professions, the layman 
is in jeopardy when he addresses himself to the 
enormous edifice which we call the professions. It is 
more and more true that the organization of knowl- 
edge is possessed by the specialists. We run the in- 
creasing risk of little knowledge overflowing into the 
common awareness of the layman. So I am con- 
vinced that a critical question of our time is the 
choice between where science and technology, and 
the professions which practice them, will take us or 
where we shall take science and technology. A cen- 
tral challenge to the professions in the post-modern 
world is that we must explore the nature of the aims 
to which scientific and technological consequences 
shall be directed. The values and the ethical codes 
of man, not science, respond to the question of human 
ends. So I take this challenge to the professions as 
my topic today, with the mood of a person who 
knows how little he knows, but recognizes there can 
be no “man-thinking,” in Emerson’s terms, unless he 
is willing to view the significance of science and 
profession to the human condition. 

The professions, | must contend, are of paramount 
importance to the future of the world. I can say this 
without qualification, because they not only possess 
the world’s knowledge; they organize it and ethically 
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govern its application in the social welfare. In the 
increasing world-wide society, change is taking place 
at remarkable and, in some ways, dangerous rates. 
As Sir Charles Snow, the English novelist, puts it: 
“The ingredient that we are also remarkably and 
dangerously short of is foresight.” Every man who is 
a professional in the truest sense realizes that he knows 
more than did his predecessors, and he also realizes 
that he will be out-dated by his sons if they choose 
his profession. So we must reckon that the true pro- 
fessional will have a kind of built-in humility about 
change; that while the future grows out of the present, 
it always turns out to be different. In our kind of 
world this kind of man can be trusted. If he cannot 
be, where, in a world which thrives and suffers on the 
basis of the presence or lack of knowledge, will human 
or social wisdom come from? To possess and nuture 
wisdom and foresight is today’s and tomorrow’s awe- 
some responsibilities of the professions. 

Your attention iscalled—in passing—to the 
growth of the professions relative to the total popula- 
tion. As one example, there were 250 certified public 
accountants in the United States in 1900; today, there 
are more than 50,000, and it is calculated the figure 
will probably double by 1970. Professional person- 
nel constituted 1.9 per cent of the working force in 
1850, 3.8 per cent in 1900, and 6.4 per cent in 1950. 
From 1850 to 1950, the working force increased about 
7.7 times, and a typical profession increased any- 
where from 25 to 300 times. Within the last five 
years, “professional, technical, and managerial” people 
had become the largest single group in the working 


population in the United States. 
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As the numbers grow, organizations of the profes- 
sions become increasingly self-conscious, beyond the 
superficial sense of using a special professional jargon 
which shows that one is a member of some kind of 
inner ring or inner circle. Some of the self-conscious- 
ness seems to be based upon economic and legal self- 
defense. In his Acquisitive Society (page 92), Tawney 
seems to define a profession simply as a trade which 
is organized for the performance of a function. Some 
critics within the past twenty years have suggested that 
professions risk being predatory conspiracies against 
society and that professional autonomy may become 
a license from the public which grants the opportunity 
to exploit the public. But I am confident that today’s 
professional leaders realize that self-regulation and 
ability to include or exclude members on a profes- 
sional basis does entail monopoly privileges. 


COMPLICATIONS 


But certain complications get in the way of a full 
assumption of this responsibility. May I cite them, 
not to appear fatuous, but simply to yield one man’s 
view on those complexities from which the professions 
are as yet unable to be free. 

The first complexity is that the fences between the 
compartments of traditionally organized knowledge 
keep falling down. Although we frequently persist 
in preserving scientific disciplines along often out- 
dated lines of organization, the nature (both 
physical and biological) forces us to consider ideas 
and concepts which no longer respect tradition. 
For example, the literature of the profession of medi- 
cine indicates that the biological perspective is the 
background of all medical problems; that biology is 
no longer the mechanical addition of botany and 
zoology; that it is only now, with the merger of 
biology with chemistry and physics, that we are view- 
ing new breakthroughs in biology as an exact science. 
The recent developments in cellular chemistry and 
genetics, in reducing problems as consequences of 
chemical and physical phenomena which are generated 
in the living organism in relation to environment and 


inheritance, calls into question the adequacy of much 


of our disciplinary organization of theory and prac- 
tice. Accordingly, with medicine still the example, 
even the traditional lines between human medicine 
and animal medicine are being erased—as was pre- 
dicted by Rudolf Virchow seventy-five years ago, more 
recently by Sir Henry Tizzard, and by such early 
famed physicians and surgeons as John Hunter, Sir 
Jonathan Hutchinson, and Sir William Osler. In short, 
the newer adventures in the professions are rapidly 
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beginning to deal with the improved sense we have 
of the connection of things. 


The second complexity which may blur professional 
vigor is that most of us take for granted that the 
professions have been with us always and that their 
status, powers, and functions will remain essentially 
the same in the future. But nothing about profes- 
sionals or professional life can possibly remain static. 
Most assuredly, the demographic facts and the bur- 
geoning of knowledge, coupled with the increasing self- 
consciousness of larger and larger portions of more 
and more populations in under-developed areas—and 
this self-consciousness pressing first for human equity 
—means that professions have a fascinating time ahead 
of them—particularly if human equity around the 
world is one of their major goals. 


The history of the professions suggests a continu- 
ously dynamic and restless development. In spite of 
some contrary opinion, no profession was endowed 
full blown by the Creator; all the professions have 
emerged from arts and crafts or occupations bearing 
upon necessary public interests and needs. In many 
areas of service we find that an occupation is an 
“incipient profession” striving on for socially responsi- 
ble and educated practice. It may cause us to smile 
when we consider that midwives have a high profes- 
sional standing, with most of the typical attributes of 
a profession, in many foreign countries (including 
some even on the European Continent). Yet we must 
recall that when medicine was a full-blown profession, 
surgery was considered as a sideline for barbers. The 
surgeon was not included among those who called 
themselves professionals. 


As it turned out, the “standard” professions of law, 
medicine, and theology first added the armed forces 
by the 16th Century and were all gentlemen’s profes- 
sions. Within the last 150 years there has been added 
dentistry, veterinary medicine, pharmacy, engineering, 
architecture, and public accounting, to name the chief 
among them. Those who are in incipient professions 
(or in professions which are not recognized by the 
older ones) may complain here, but it might be grant- 
ed that if the whole society does not recognize pro- 
fessional status, possibly something is wrong with the 
way the profession has defined and transmitted its 
ideals. Incidentally, a most cursory observation leads 
one to say that hardly anyone is more insecure, or 
more insistent upon professionalism, than members of 
incipient or changing professions. Social work is per- 
haps the best example of this phenomenon. In any 
event, one can clearly see in their history that the 
articles of incorporation of professional organizations 
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show that the first step in professionalization is to 
elevate the profession as such. 


A third complexity is the requirement of never- 
ending attention to the profession’s meaning. It is not 
always clear that professions have been interested in 
careful definition of the nature of a profession. (1) 
Typically, one could say that a profession is a unique, 
definite, and essential social service. If it fails in this, 
the service or profession cannot agree on issues of 
educational preparation, ethics, and compensation. 
(2) A second characteristic is emphasis upon intellec- 
tual techniques in performing the services, including 
knowledge of a discipline, the ability to define problems 
in the search for data, and formulating a range of solu- 
tions. A corollary of this characteristic is that a long 
period of specialized training is probably necessary. 
(3) In spite of the specialized training, we assume 
in a profession a broad range of autonomy for both the 
individual practitioner and for the occupational group 
as a whole. Training is not enough. The professional as 
such must exercise independence and judgment. The 
responsibility for his own performance is a key point, 
especially when one considers the influence on human 
welfare of the typical professions. (4) An underlying 
aspect of a profession is the emphasis upon service to 
be rendered rather than the economic gain. This does 
not mean that some people do not enter a profession 
chiefly to earn a living. The point is that the profes- 
sions are so organized and controlled that the members 
therein have certain obligations which cannot be avoid- 
ed regardless of their personal feelings. If the profession 
is self-governing, it sets its own standards for entry 
and exclusion as well as its own standard of practice. 
(5) A profession has a code of ethics which has been 
clarified and interpreted at ambiguous and doubtful 
points by concrete cases. 


Note that some of the salient characteristics of a 
profession fall in the areas of Service, Responsibility, 
Duty and Judgment. A profession is a high calling, 
indeed, and we do not call those served customers but 
rather “clients,” and the clients are not in a position 
to judge the quality of the service for themselves. “Let 
the buyer beware” does not apply to professional serv- 
ices. We seem also to assume in some cases that the 
professional person stands even beyond the client. Is 
it not interesting that one of the functions of a public 
accountant is often to assure two strange parties that 
they are telling the truth to one another. A survey of 
physicians in Philadelphia in 1953 showed that a ma- 
jority did not tell the patient when he had cancer, 
although they always told some member of the family. 


Another interesting characteristic is that the motives 
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and the conduct of the professional are of equal if 
not greater importance than his sheer ability. More 
than one professional code indicates that his function 
is not “business”; most professional codes refuse the 
possibility of advertising. These two key characteris- 
tics pose interesting problems for those who hope to 
make business administration a profession and those 
who consider advertising a profession. 


A fourth complexity for professions in modern so- 
ciety is the nature of their relationship to other pro- 
fessions and to the community. Many years ago a 
British observer referred to, “The undisguished con- 
tempt in which both solicitors and barristers . . . hold 
and have always held not only all scholarship or aca- 
demic learning of the professional kind, but also any 
theoretic or philosophic or scientific treatment of the 
law.” This is an old criticism, but it is always possible 
when a profession defines the relationship as an atti- 
tude of one professional to another within the field 
and forgets the relationship of the profession to the 
whole community. Typically, the codes of lawyers do 
not contain criticism for ignoring problems relating to 
the limitation of litigation, and the medical codes do 
not question the doctor for ignoring preventative me- 
dicine. Criticisms of this sort have gone back as far as 
Theophrastus and Chaucer, but they are expressed 
today as well. It is worth noting that the independence 
of the professions was believed to be such a serious 
matter in the middle third of the 19th Century in 
America that the professions were everywhere re- 
duced in their privileges and weakened considerably. 
The professions of law and medicine, in particular, 
have only begun to recover from this 19th Century 
experience during the past 50 years or less. If a pro- 
fession in tomorrow’s world does not engage in con- 
tinuous self-examination, research, and self-criticism, 
it may encounter increasingly complex problems and 
expect encroachment on the part of the public officials 
or by “pseudo” professions. A related challenge is 
that the professions may profitably encourage pro- 
fessionalism in other areas, rather than denying the 
possibility of professionalism outside their own. The 
two that I have in mind at the moment are school 
teaching and civil service. The necessary service to 
society, the ethical codes, the education, the aspects of 
altruism are all there, but it has occasionally seemed 
that existing professions half-heartedly assist both 
teaching and the civil service into emerging as genuine 
professions. This is one important reason why I com- 
mend such an organization as this. 


A fifth complexity in the post-modern world is the 
splintering of functions and attitudes within the pro- 
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fessions. We Americans have possessed the genius 
to create bigness; we must now find the genius to 
manage it. For instance, Michigan State University 
currently receives 336 medical periodicals, and this is 
exclusive of periodicals in the pure sciences. A random 
survey would indicate that the average number of 
years of publication of these periodicals is about 
twenty, giving evidence of the increased specialization 
within medicine. There was only one specialty medical 
board in 1917, and today there are twenty. Specializa- 
tion, new techniques, group practices, and new tech- 
nical materials and practices have caused genuine 
ethical problems within the profession, without raising 
the questions of the ethics of radical therapies, from 
prefrontal lobotomy to euthanasia. How does one 
maintain a single profession under these circumstances? 


Another example of fractionation is found in en- 
gineering, where the journals, if anything, outnumber 
those in medicine, and there is not too much com- 
munication among the engineers in various fields. 


The fifth complexity is the hard one: the ethical 
and philosophical outlooks of the profession. For 
example, I believe you will grant the problem when 
we see that almost every profesional code insists that 
no service be given without a fee, yet at the same 
time the professional code insists that the service the 
professional has to give is essential for the good of 
society and the individuals within it. Another example 
today is that the professions become increasingly more 
technical and specialized and the fundamental sciences 
and the arts which underlie them are assumed some- 
how or other to be in the background of the profes- 
sional. Increasingly, lawyers are suggesting that a 
course in “professional ethics” be included in law 
school. If such a course is needed as an afterthought, 
one can suspect that the special and technical courses 
in the law are either misconceived or poorly taught. 
One might conclude that the professional education of 
separate practitioners might have more fundamental 
approaches to the science and arts in order that they 
could cope in the future with the changes facing them. 

The sixth complexity relates to both the power and 
the influence of the expert and his expertise. Most 
professionals have learned to insist upon accuracy 
within their profession and have pursued some kind 
of precision defined by their function. This may give 
both the professional and the public a false sense of 
accuracy and security when the professional moves 
outside the realm of his specialized work. Occasion- 
ally, the respect and confidence the professional com- 
mands in his own work can confuse him in other fields. 
Technical proficiency, specialized knowledge, obtuse 
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vocabularies are not necessarily things which result 
in our to be hoped for social wisdom and foresight. 
Indeed, professional routine, along with the demand 
for accuracy and precision, may lead to a lack of 
flexibility once the professional approaches the mar- 
gins of his special subject. Indeed, such knowledge 
can sacrifice even the common sense derived from 
daily experience by many nonprofessionals. 

Yet, if some of the key characteristics of profes- 
sionalism are embodied in the words Duty, Responsi- 
bility, Altruism, it may follow that the changes af- 
fecting the professions in terms of new techniques, new 
scientific discoveries, and splintering and specialization 
will lead the professional to seek less power, more 
education, and the ultimate result might be a still 
more humane influence. If this were the case, then 
the professional will willingly re-examine his position, 
keep on hoping to enlarge his service and significance, 
and then, having learned something about himself, 
would be seeking to be of ever more value to society. 


MORAL COMMITMENT 


The foregoing remarks were intended to illuminate 
the fact that at the core of a profession is a moral 
commitment. This is so because its task is the ap- 
plication of truths, together with human perspective 
and judgment, to the needs of society. There is no 
need to elaborate before this audience about the sig- 
nificance of truth, perspective, and judgment in today’s 
world. I am interested in these qualities, not only be- 
cause they are the major strategic items for modern 
problem-solving, but also because they form the well- 
spring of humility, which is also an urgent necessity in 
a world community confronted with rapid and danger- 
ous change. Since most professions apply scientific 
truths, they are therefore in the position of “moral 
unneutrality,” as Father Hesburgh of Notre Dame has 
recently expressed it. This is a terrifying responsi- 
bility if the quality of humility is absent from it. 

The professional person will and must recognize 
that the truths he applies are not all completely cer- 
tain. He joins with the scientist in this recognition, 
but his task is in some ways more difficult in that his 
applications are always being fitted to varying sets of 
extenuating circumstances. I quote a phrase from Dr. 
Richard Feyman in a lecture on science in 1955. “We 
have found it of paramount importance that in order 
to progress we must recognize the ignorance and leave 
room for doubt. Scientific knowledge is a body of 
statements of varying degrees of certainty—some most 
unsure, some nearly sure, none absolutely certain. 
. . . Now we scientists are used to this, and we take 
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it for granted that it is perfectly consistent to be 
unsure—that it is possible to live and not know.” 
This is one humility-inducing root of both science 
and the professions. 

The second humility-inducing root of the professions 
is that by their very nature they recognize that not 
everything can be reconciled. The true professional 
will admit of the enigmas of the universe and will not 
attempt through easy rationalization and compromise 
to explain them away. Instead, he will realize that it 
is precisely these enigmas which give him and all 
people an excitement in life and that to explain them 
away is antithetical to freedom. George Orwell in his 
gloomy book, 1984, reveals how freedom is associated 
with conflict, not with the use of knowledge, by those 
who possess it, to reconcile and rationalize all the 
issues and enigmas for those who do not. 

The third root of humility for the professional man 
is that it is precisely the knowledge that he possesses, 
and the diciplines by which he uses it, which are in- 
volved in the current world struggle of social revolu- 
tion. As professional organziations in America, what, 
then, are we going to do about it? It would be easy 
for us to face inward to ourselves and, perhaps without 
too much difficulty, increase our own luxuries. But 
sanity in this world is tied up with reducing the gulf 
as quickly as possible between people like ourselves 
and the multitudes which live midst the dying wails 
of their children, stomachs eroded with hunger, squalor, 


disease, and the awareness, which cannot now be 
blunted, that it doesn’t have to be that way. At the 
bottom of it is knowledge and the ability to apply it. 

Thus, the world is searching for a new idea to re- 
place the one which encircled the earth for hundreds 
of years and is now dead or dying. That idea was 
colonialism. With all of our organizational and dis- 
ciplinary wisdom in the professions of America, what 
can we do to help the search? Next, I am sure that 
the professions stand as guardians of our pride in 
the freedom and flexibility of our domestic institu- 
tions and in the preciousness of our political institu- 
tions. But how may we add to this pride the com- 
passion for those who stand on their own land beside 
the graves of their fathers and fear us. What is to 
be our great proclamation of hope to the world, when 
it is the lack of the very knowledge which we possess 
that feeds the fear of those in the hut and the peasant’s 
cottage. And, finally, how may we join hands with 
professional men wherever they are, realizing that 
the creeds of a profession rise above all classes of 
men, all colors, all systems of status, all languages. 
This is the great outward-facing responsibility of the 
professions in America today. I believe that it is 
critical that we find great words to be followed with 
great deeds. I believe that we have the words; I am 
not so sure about the deeds. How we respond with 
deeds will determine how future historians, if there 
are any, will treat this critical hour of U. S. history. 





Childhood Poisonings 


Poisoning is the most common and most serious 
pediatric medical emergency—toddlers and young chil- 
dren under five years of age are the chief victims. 

William M. Browning, M.D., of Indianapolis ad- 
vises: “If a poison is taken by mouth, remove the 
unabsorbed poison. This may be done by emetic, lav- 
age or removal of source. Identify the poison. If 
labeled, call the poison control center to identify the 


November, 1961 


ingredients. Administer an antidote. Give antagonist 
when available.” Although the “universal antidote is 
neither universal nor antidote,” it is excellent when no 
specific antidote is available. The formula includes: 
pulverized charcoal—burned toast—2 parts; magne- 
sium oxide—milk of magnesia—1 part; tannic acid— 
strong tea—1 part. Journal of the Indiana State Medi- 
cal Association, August, 1961. 





Maintenance of Function in Lesions 
of the Nervous System 


Tue RELATIONSHIP between neural structure 
and function has always been a fundamental issue in 
neurology. In the past, it has been assumed that such 
a correlation is fixed and direct and that, therefore, 
anatomic changes should be associated with simple and 
predictable alterations of function. Conversely the 
notion became accepted that, given an abnormal func- 
tion as the known factor, one should then be able to 
predict the changes of the anatomic substrate. This 
concept, which embodies the theory of localization, led 
to impressive advances in the past, yet it failed to 
explain many vagaries of the neurologic symptoma- 
tology. Even now, the classic theory of localization 
has some faithful adherents who, armed with brain 
maps, continue to assign specific function to sharply 
delineated areas. One cannot help wondering whether 
such an approach is not a survival of Gall’s pseudo- 
scientific concept of phrenology. 

Before analyzing the relationship of structure and 
function, we must briefly digress and inquire whether 
our present methods of investigation are trustworthy. 
To begin with anatomy, everybody will agree that 
macroscopic inspection alone is unreliable. It should 
be remembered that many conclusions of the older 
literature were supported only by gross anatomic find- 
ings and were not sufficiently checked by later ob- 
servers. Histologic examination, no doubt, is a meth- 
odologic refinement, especially the newer techniques 
of silver impregnation, histochemistry, phase and elec- 
tron microscopy; but let us not forget that even these 
methods do not show all existing structures and offer 
only equivalent pictures of artefacts which resemble 
live cells no more than a stuffed museum animal 
resembles a wild one. Study of tissue cultures, such 
as Pomerat’s work, therefore, may reveal the behavior 
of living cells more realistically. Turning to the meth- 
ods of functional exploration, we still rely much on 
the clinical examination which is a crude version of 
physiologic tests. Repeated examination adds the di- 
mension of time, and often, a characteristic temporal 
profile helps the clinical diagnosis. Modern physiologic 
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methods, such as the investigation of electric activity 
and biochemical behavior of the nervous system, have 
greatly advanced our knowledge. Yet, it seems doubt- 
ful whether all the complexities of the life process 
can ever be fully encompassed by means of mere phy- 
sico-chemical quantitation. On the other side of the 
ledger, psychologic concepts, such as the theory of 
conditional responses, the psychoanalytic approach in 
psychosomatic disorders, and the application of the 
Gestalt theory, have supplemented and sometimes 
opposed the ideas of the organicists. To sum it up, we 
now possess many different and refined methods, but 
realizing their limitations, we must use them critically, 
i.e., regard them only as sources of approximative 
information. 

Our next problem is posed by the question, “Which 
are the anatomic and physiologic mechanisms that 
maintain function in the intact nervous system?” 
Speaking in teleologic terms, we may answer: “The 
more vital a function is, the better it is safeguarded.” 
Many anatomic and physiologic devices provide for 
multiple and supplementary innervation, diffusion of 
impulses or storage of previously evoked patterns of 
excitation. The morphologic substrate for a vital func- 
tion is usually found to be laid down in multiple, often 
spatially separated pathways. (For example, the 
neurologic control of respiration and of the wakeful 
state.) Thus, with the main pathway destroyed, an 
auxiliary system will maintain function. On the other 
hand, highly specialized, but not vital motor or sen- 
sory performances, are carried out by discreet, soma- 
totopically arranged structures. This is true for certain 
specialized cortical areas, such as so-called motor, 
sensory and visual spheres, and also for some of the 
common terminal pathways. 

Let us now review some of the anatomic provisions 
which safeguard the continuity of function: In the 
brachial and lumbar plexuses, for example, the 
mingling of nerve fibers of various segmental origin is 
obvious even to gross inspection and also within the 
peripheral nerve trunks the fibers are arranged in a 
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plexiform manner rather than in distinct cables. 
Proper maintenance of motor and sensory functions is 
guaranteed by a multisegmental innervation of the 
muscles and skin. There is an overlap of at least three 
sensory dermatomes at the level of the trunk and this 
overlap amounts to more than six segments as far as 
the sympathetic preganglionic innervation is concerned. 
Within the central nervous system, the integrity and 
continuity of function is protected by multisynaptic 
short neuron chains such as the internuncial neurons, 
intersegmental connections and the vast carpet of the 
reticular system, all of which serve to diffuse impulses. 
Another morphologic device is bilateral representation 
by means of crossed and uncrossed tracts and com- 
missural systems. A good example for the ability of 
the intact nervous system to maintain function under 
stressful circumstances is given by the situation in 
intractable pain, assuming we consider pain as a 
process of excitation and, therefore, a positive func- 
tion. When, for instance, a major pain pathway has 
been interrupted by cordotomy, the pain impulses may 
still break through and thus find their way to the level 
of consciousness by devious auxiliary routes, such as 
short, multisynaptic connections up to the reticular 
substance. It is as though in a flood, after the main 
break in the dam has been sealed, the water finds its 
way around the obstacle by flowing through nooks and 
crannies. 


This brings us to the central theme of our discus- 


sion— the maintenance of function in the presence of 


a lesion. The proponents of the localization theory 
believed that a focal defect resulted in a subtractive 
loss of exactly that function which was supposedly 
exerted by the damaged part. We believe now that 
the performance of the injured nervous system is 
changed and usually reduced, but a new pattern of 
function emerges—namely, that of the integrated res- 
ponses of those parts which have remained intact. If 
a lesion happens to destroy highly specialized struc- 
tures or important common terminal paths, a serious 
and conspicuous local deficit will ensue. Paralysis 
after destruction of the pyramidal tracts and homony- 
mous hemianopsia in an occipital lobe lesion are illus- 
trations of this phenomenon. If, however, the lesion 
affects less crucial structures, there will be only a 
more or less marked quantitative or qualitative reduc- 
tion of function which may manifest itself in a 
dedifferentiated and disorganized performance. Dis- 
turbances of function result not only from anatomic 
defects, but occur also in conditions in which the ner- 
vous system is constantly bombarded by abnormal 
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physiologic impulses from an irritative focus. This is 
the situation in certain cases of focal convulsive dis- 
order. Elimination of the trouble-making focus by 
lobectomy or hemispherectomy will restore the har- 
monious function of the remaining parts. 

Three main factors determine the way function is 
maintained in a damaged nervous system: (1) the 
time element, (2) location and size of the lesion, and 
(3) the specific nature of the pathologic process. 


Time Factor.—It is well known that, given two 
lesions of identical location and size, the acute one 
will produce a far greater functional deficit than the 
slowly developing chronic lesion. V. Monakow called 
this global disruption of function following sudden 
catastrophic insult “diaschisis.” The usual explana- 
tion for the phenomenon is that complete, but tem- 
porary breakdown of integration is caused by abrupt 
cessation of impulses playing upon physiologically 
collaborating but anatomically uninvolved pathways. 
On the other hand, the nervous system can adapt 
itself with a minimal loss of function to very slowly 
progressive or longstanding lesions. This is exempli- 
fied by certain developmental and congenital condi- 
tions. Some patients with advanced hydrocephalus 
show unimpaired higher cerebral function despite an 
extremely thin hemispheral pallium. Patients with 
cervicodorsal hydromyelia in whom the spinal cord 
is transformed into a thin-walled tube may exhibit 
amazingly little loss of motor and sensory functions. 
If, however, the precarious balance of such a com- 
pensated situation is disturbed, for example, by an 
operation, a catastrophic breakdown of function may 
occur. 


Site and Size of the Lesion —The degree and type 
of functional deficit obviously depend on location and 
size of a lesion. If a densely concentrated pathway 
endowed with special function is destroyed, impair- 
ment of performance is likely to be severe, or at 
least more readily recognizable than when a diffuse 
neuronal system is affected; yet, it is surprising to note 
that sometimes a considerable portion of a compact 
pathway can be destroyed without discoverable loss 
of function. For example, partial section of a trigem- 
inal root at the pons may not result in tangible sensory 


loss. 


Nature of the Pathologic Process.—It is challenging 
to compare the effect of the various pathologic pro- 
cesses on neural function. In the past, the effect on 
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the neural elements per se had been unjustifiably over- 
emphasized by neurologists, whereas other associated 
effects had been somewhat neglected. In reality, most 
pathologic conditions are not limited to neuronal 
damage but often produce also changes in the blood 
vessels, blood circulation, production, circulation and 
resorption of cerebrospinal fluid and intracranial pres- 
sure, et cetera. Furthermore, it is important to know 
whether the disease process is stationary, progressive 
or regressive. 

Let us now consider these ideas in some concrete 
situations : 


1. Amyotrophic lateral sclerosis is an example of 
a degenerative lesion of the motor system, that is, a 
condition in which the criterion of an almost pure 
neuronal lesion is fulfilled. No substituting mechanisms 
are available to compensate for the deficit because im- 
portant terminal pathways are involved. Consequently, 
one finds here a close and accurate correlation be- 
tween anatomic damage and functional loss. 


2. Next, we wish to analyze a case of a complete 
traumatic transection of the cord. After the initial 
diaschisis effect has worn off, the isolated portion of 
the cord below the level of the lesion will resume or 
maintain its function. The degree of its reflex activi- 
ties depends on numerous factors, such as possible 
extension of the traumatic necrosis in the distal part 
of the cord, presence of associated vascular damage, 
co-existence of a peripheral neuropathy, the degree 
and duration of afferent bombardment from bedsores 
or an infected bladder, and finally, it depends on the 
general nutritional state of the body. Therefore, main- 
tenance of function of the isolated cord will fluctuate 
depending on the combined effect of the above-named 
circumstances. 


3. A third example will compare two cerebral neo- 


plasms of different histologic type, but of approxi- 


mately similar size and location—viz, an oligoden- 
droglioma and a glioblastoma of the temporal lobe. 
In the oligodendroglioma, the neoplastic cells in- 
filtrate around the neurons and essentially respect the 
function of the ganglionic elements. Correspondingly, 
the clinical features are characterized by longstanding 
focal seizures without increased intracranial pressure 
and without significant neurologic deficit. 

On the other hand, the glioblastoma produces 
massive tissue necrosis, cerebral edema, general in- 


crease of intracranial pressure with hippocampal 
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herniation. Here the clinical syndrome would be that 
of a rapidly progressive neurologic deficit with signs 
of mounting intracranial pressure. 

In cerebral neoplasms of comparable location, then, 
maintenance of neural function varies greatly with 
different histologic types of tumor and each type has 
its specific clinical symptomatology and time profile. 
This makes the old rules of localization unreliable 
in the diagnosis of brain tumor. 


4. It appears appropriate to discuss how function 
is maintained in cerebrovascular disease, particularly 
in arterial occlusions. The French School of Déjérine 
and Foix, following the classical theory of localiza- 
tion, described many clinical syndromes which sup- 
posedly were caused by occlusion of specific arteries. 
To prove such correlation, the extent of the lesions 
was compared with anatomic supply areas of the 
arteries as could be shown by post-mortem injection 
experiments. We now know from experiences with 
arteriography and cerebrovascular surgery that the 
fate of cerebral function depends not only on the site 
of a vascular occlusion, be it intracranial and extra- 
cranial, but also on the dynamic state of the entire 
cerebral circulation. 

Cerebral blood flow is influenced by many anatomic 
and physiologic variables, such as collateral blood 
supply, systemic blood pressure and peripheral vascu- 
lar resistance. Practically all cerebral arteries have 
anastomoses although some, like the branches of the 
middle cerebral artery, receive only scanty collateral 
blood supply. Anatomic variations of the circle of 
Willis, especially hypoplasia, or even absence of some 
of its links, are common and greatly modify the 
effect of a vascular occlusion. For instance, if the 
proximal segment of one anterior cerebral artery is 
congenitally absent, the functional deficit following 
occlusion of the contralateral carotid artery is apt to 
be more severe than in a case with a normal circle of 
Willis. 

Since, in cerebrovascular disease, the lesions are 
often multiple and the peripheral resistance is in- 
creased by the atherosclerotic narrowing of the entire 
vascular bed, the possibilities for adequate collateral 
supply are reduced. Consequently, the size of an 
encephalomalacia after occlusion will be larger here 
and the functional deficit more extensive. 

If, on the other hand, collateral circulation is ade- 
quate, occlusion of even a major artery does not 
necessarily result in tissue breakdown, although it 
may cause at least temporary loss of function. Under 
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such unstable conditions, physiologic factors may tip 
the balance between tissue death or survival. It has 
been demonstrated that cerebral function can be pro- 
tected by maintaining adequate blood pressure, or by 
reducing the metabolic requirements of the ischemic 
area by means of hypothermia. 


Finally, some remarks may be made as to how 
the prysician can therapeutically utilize the ability of 
the defective nervous system to maintain its function. 
This faculty depends on the dual mechanisms of 
compensation and substitution but, as far as I know, 
the central nervous system at least, has little ability 
of true regeneration. The performance of the normal 
nervous system can be enhanced and developed by 
training and learning. In the process of training, a 
specific and easily reproducible pattern of conditioned 
responses is achieved; learning represents the storage 
and re-elicitation of such patterns and their symbolic 


manipulation for a creative synthesis. Rehabilitation 
therapy employs both these methods in order to im- 
prove the functions of a person with a defective 
nervous system. It tries to use the preserved patterns 
of response by activating them through other than 
the customary afferent stimuli or cues, or by alter- 
native efferent pathways. For example, the ataxic 
tabetic may walk more securely if assisted by vision 
and by devices which achieve accessory cutaneous 
sensory stimulation; the patient with receptive aphasia 
may be benefited by observing additional cues com- 
ing from the visual and kinesthetic systems; in a per- 
son with a spinofacial anastomosis there must be a 
re-orientation of the cortical pattern of innervation. 

The marvelous adaptability of the nervous system 
would be unthinkable if the old fixed “point to point” 
localization theory were strictly true. It can be ex- 
plained only by a dynamic transactional concept of 
neural and organismal function. 





Rehabilitation of Oldsters 


The hands and minds of many senile or confused 
elderly persons can be turned to constructive tasks, 
considerably easing the care of this patient group that 
so frequently is excluded from rehabilitation pro- 
grams, University of Michigan research indicates. 

Speaking at the 44th annual convention of the 
American Occupational Therapy Association on No- 
vember 9, 1961, by Beryl W. Spencer reported that 
senile patients in Washtenaw, Jackson, and Kalamazoo 
county hospitals have been taught to make such items 
as breadboards, candlesticks, and toy animals. 

“The fact that these are marketable helps create a 
feeling of individual worth in the patients, and actually 
gives them a purchasing power for small needs they 
may have,” she said. 

The overall result is that the patients develop a re- 
newed interest in themselves and others around them 
and become easier to care for, highly significant facts 
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in that such individuals often are hospitalized a long 
time. 

She stated that any staff member conducting an ac- 
tivities program in a hospital can get senile patients 
interested in working if the project is carefully selected 
and each patient tested to determine his ability to per- 
form a given task. 


Mrs. Spencer, an ocupational therapy consultant to 
the county Medical Care Facilities Demonstration Proj- 
ect, collaborated on the research with Winifred J. 
Hewitt, a program assistant in the University of Michi- 
gan Division of Gerontology which, with the Uni- 
versity Department of Physical Medicine, sponsored 
the project. 


It is financed by the U. S. Office of Vocational Re- 
habilitation and the U.S. Department of Health, Edu- 


cation and Welfare. 








Use of Tolbutamide in Pregnant Diabetics 


Tue TREATMENT of diabetes with an oral drug 
has been a tremendous step forward, and if its use 
could be safely extended to include certain cases of 
pregnancy with diabetes the advantages of convenience 
and simplicity would be obvious. There have been 
only a few reports thus far in the medical literature 
on the use of tolbutamide (Orinase) in the manage- 
ment of diabetes throughout pregnancy.’?"> We have 
recently had opportunity to carry two diabetic pa- 
tients on tolbutamide throughout their entire preg- 
nancy with very satisfactory results. The manage- 
ment of these cases was made easier, we believe, by 
this unique drug, and though we anticipated having to 
switch over to insulin therapy at some time in the 
course of these pregnancies we found this need did 


not arise. 


Case Reports 

Case 1.—Mrs. A. K., thirty-one years old, white, para 
0010, was seen on November 17, 1958, with complaints of 
suprapubic crampy pain for twelve days, beginning at the 
time of an expected but missed menstrual period. Her last 
menstrual period was October 9, 1958; menses had always 
been regular in interval, duration and amount of flow. She 
had been pregnant only once in twelve years of marriage, 
and that pregnancy ended in spontaneous abortion. For 
six weeks, she had been under the care of one of us (G.J.S.) 
for symptoms of diabetes: recurrent skin and urinary in- 
fections and polydipsia and polyuria. Examination disclosed 
signs of an early pregnancy which was confirmed by a 
Friedman test. 

Hemoglobin was 11.6 Gms., white blood count was 
12,300 with normal differential, and urinalysis was normal 
A two-hour postprandial blood sugar was 167 mg. per cent. 
She was started on stilbestrol 5 mg. daily when pregnancy 
was diagnosed and given 250 mg. hydroxyprogesterone 
caproate, the latter repeated in two weeks in an effort to 
reduce uterine irritability. 

A definitely abnormal oral glucose tolerance curve was 
recorded on December 16, 1958 after three days’ prepara- 
tion on an 1800 calorie 300 Gm. carbohydrate dict. The 
results were as follows: fasting—128 mg. per cent, one-half 

From the Department of Obstetrics and the Department 
of Medicine, Holland City Hospital, Holland, Michigan. 
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hour—183 mg. per cent, one hour—206 mg. per cent, two 
hours— 187 mg. per cent, three hours—135 mg. per cent. The 
patient was then started on an 1800 calorie diabetic diet 
and tolbutamide 1.0 Gm. daily. On this regimen the blood 
sugar two hours postprandially remained in the range of 
100 to 130 mg. per cent. Lowering of this dose resulted 
in considerably higher postprandial blood sugars on two 
occasions (159 mg. per cent and 166 mg. per cent) and the 
tolbutamide was thus maintained at 1.0 Gm. daily through- 
out the pregnancy. At no time did she exhibit either 
glycosuria or albuminuria. Stilbestrol was gradually in- 
creased to 25 mg. daily by the eighteenth week and main- 
tained at that dosage until delivery. She had an overall 
weight gain of 22 pounds, and her blood pressure ranged 
from 120/70 initially to 136/70 at delivery. 

At 38 weeks’ gestation, the cervix was still closed and 
uneffaced and the fetal head was floating in right occipital 
transverse position. Low cervical cesarean section was done 
under spinal anesthesia with delivery of a normal male 
infant, weighing 6 pounds, 5 ounces, which did well. On 
the morning of surgery, she had been given 0.5 Gm. 
tolbutamide, and during the operation 1000 cc 5 per cent 
dextrose in water was given intravenously. She made an 
uneventful recovery and was discharged on the seventh 
postoperative day. Postpartum, she was taken off tolbutamide 
for about two months. However, two-hour postprandial 
blood sugars again rose to 159 mg. per cent and fasting 
sugars to 127 mg. per cent and tolbutamide 0.5 Gm. twice 
daily was resumed for control. She became pregnant again 
in December 1959, with an expected date of confinement, 
September 25, 1960. This pregnancy proceeded uneventfully 
with the same dosage of tolbutamide as in the first. She 
was delivered by low cervical repeat cesarean section on 
September 9, 1960 at 38 weeks’ gestation of a healthy male 
infant, weighing 7 pounds, 2.5 ounces. 


Case 2.—Mrs. T. J., para 2003, aged thirty-three, was 
first seen on January 6, 1959 complaining of irregular 
menstrual periods. During the past eighteen months, her 
menses had become lighter in flow, lasting only one to two 
days with increasing dysmenorrhea but with her usual 
twenty-eight day cycle. The last menses however, had been 
seven weeks before and rather heavy. She had had two 
normal pregnancies, the first fifteen years ago and the 
second, a set of twins, eleven years ago. She subsequently 
had been unable to conceive. Her appetite was very good, 
but she recently had lost 6 or 7 pounds. She was prone 
to develop skin infections, had noted urinary frequency, was 
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thirsty, perspired easily, felt warm, and was quite irritable 
and easily upset. She had no family history of diabetes. 

Examination revealed a tense and anxious white woman 
somewhat overweight (5 feet 8 inches, 159.5 pounds). 
Blood pressure was 138/70, P. 120/min. Skin was warm 
and there was a questionable fine tongue and hand tremor. 
Fundi were normal. There was a grade II systolic pulmonic 
murmur with split first mitral sound and slight shift of 
PMI to the left in the 5th intercostal space. The thyroid 
gland was not enlarged and contained no palpable nodules. 
The uterus was slightly enlarged and softened with a bluish 
cast to the cervix and vaginal mucosa. 

Urinalysis showed 4 plus sugar; fasting blood sugar was 
177 mg. per cent; serum PBI was 8.7 micrograms per cent; 
and basal metabolism rate was plus 48 per cent of normal. 
Hemoglobin was 9.6 Gm., white blood count was 12,900 
Standard oral glucose tolerance test was performed several 
days later after preparation with an 1800 calorie 300 gram 
carbohydrate diet and was typically diabetic, showing the 
following results: fasting—144 mg. per cent, one-half hour— 
237 mg. per cent, one hour—273 mg. per cent, two hours— 
230 mg. per cent, three hours—198 mg. per cent, four 
hours—159 mg. per cent. Chest radiograph revealed no 
abnormalities. 

Gestation was then at about nine weeks duration and the 
patient was placed on a 2500 calorie diabetic diet and 
tolbutamide 1.0 Gm. daily. Within a few weeks of tolbuta- 
mide therapy, she felt better, pulse slowed to 80/min., and 
blood pressure was 120/80, but she still had occasional 
nocturia and thirst. There was no further evidence of tremor. 
Blood pressure throughout the remainder of pregnancy 
averaged 110/70 and symptoms of the diabetes and hyper- 
metabolism largely cleared. Tolbutamide dosage was regu- 
lated carefully by frequent postprandial blood sugars and 
by fractional urinalysis at home. Blood sugars were main- 
tained at about 124 mg. per cent without glycosuria on a 
dose of 1.5 Gm. tolbutamide daily. 

At eighteen weeks’ gestation, the patient began having 
intermittent mild uterine cramps with light vaginal staining 
on two occasions and her physical activity was curtailed 
Symptoms rapidly improved, but at twenty-eight weeks she 
had abrupt, painless, bright vaginal bleeding and she was 
hospitalized. X-ray placentography disclosed a marginal 
placenta previa and the remainder of the pregnancy was 
spent at strict bed rest at home. At thirty-seven weeks, no 
further bleeding having occurred, low cervical cesarean 
section was done under spinal anesthesia and a normal living 
male infant, weighing 6 pounds 14 ounces, was delivered. 
The patient received 0.5 Gm. tolbutamide the day before 
surgery, and 1000 cc. 5 per cent dextrose in water intra- 
venously was started just before the operation. Her post- 
operative course was very good, and tolbutamide dosage was 
adjusted to 1.0 Gm. daily. She went home on her sixth 
postoperative day maintained on the same dosage, and all 
symptoms of diabetes are now controlled. Serum PBI 
drawn at the six-week postpartum examination was 4.4 
micrograms per cent. 


Discussion 


It is generally advised that tolbutamide therapy be 
restricted to that group of diabetics over forty years 
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of age, requiring less than 40 units of insulin daily, 


and having no previous history of diabetic coma or 
ketosis. Those who have had experience with tolbuta- 
mide in pregnancy have further advised that because 
carbohydrate tolerance frequently is lowered at this 
time one should be cautious in attempting to control 
the diabetic with oral sulfonylurea preparations and 
should therefore anticipate that the drug may become 
ineffective later on in pregnancy.** Insulin therapy 
would then become necessary. Burt who has done 
considerable work on carbohydrate metabolism in 
pregnancy concludes that, as with insulin, resistance 
develops in pregnancy to the hypoglycemic effect of 
tolbutamide.® 

In our two cases reported here, the diabetes was 
managed quite smoothly and effectively with tolbuta- 
mide. By following the disease with periodic blood 
sugar determinations and fractional urine tests for 
glucose it was possible to maintain effective control 
in each instance. In the second case, after initial 
control was attained, urinary spill of sugar was rarely 
encountered. Perhaps the limited activity and stable 
caloric intake in the latter part of this patient’s preg- 
nancy contributed to the ease of her control. The 
symptoms of hyperthyroidism initially seen appear to 
have been due to a combination of early pregnancy 
and uncontrolled diabetes. The first patient, prior to 
her first pregnancy, probably would fall into that 
group labeled the “pre-diabetic’, a group having a 
rather poor perinatal mortality history and _ better 
considered as diabetics than otherwise as far as pre- 
natal care is concerned if fetal salvage is to be im- 
proved. Case 1 also illustrates the observation that 
glucose tolerance curve during pregnancy indicates 
the earliest stages of diabetes, and, whether or not 
this hyperglycemia reverts to normal after gestation, 
frank diabetes eventually becomes manifest. Thus, 
pregnancy becomes a sensitive index of functional re- 
serve of pancreatic islet tissue. 

It should be mentioned also that the infants in the 
cases presented did well. None exhibited any indica- 
tion of disturbed carbohydrate metabolism as a result 
of the mother’s disease or its therapy, nor were they 
of unusually large size. 

These two cases emphasize another oft-noted point: 
diabetes frequently does not become overt until some 
situation of stress such as pregnancy is involved. We 
feel as a result of our experience with these two 
cases that such patients represent another possible 
group in which to attempt diabetic control with an 
oral anti-diabetic agent. At the present time, it seems 
best to consider that the patient’s own ability to 
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achieve and maintain control of the diabetes is the 
salient determinant in deciding whether continued 
therapy with tolbutamide during pregnancy is war- 
ranted. As long as symptoms and blood sugar levels 
were satisfactorily regulated in these two cases, we 
felt justified in continuing with the initial manage- 
ment and we were rewarded with good results for 
mother and baby in each instance. Others have made 
passing reference indicating that the management of 
pregnant diabetics may be much easier with tolbuta- 
mide than it usually is with insulin in certain in- 
stances.” Our experience would seem to encourage 
further investigation of such cases as it appears to be 
a promising method of management in pregnancy for 
both the “pre-diabetic’ and the mild or moderate 
diabetic of recent discovery. 


Summary and Conclusions 


1. Case histories of two patients are presented, in 
which diabetes was managed by tolbutamide and diet 
alone over the course of three pregnancies. 

2. There appears to be a real place for tolbutamide 


in the management of the pregnant pre-diabetic and 
the mild to moderate diabetic patient of recent origin, 
and further work should be done to establish this 
opinion. 
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New Hearing Research Building 


The cornerstone of the world’s largest medical labor- 
atory devoted exclusively to research on hearing and 
deafness was laid at The University of Michigan 
Medical Center, Thursday, November 2. 


Forty scientists, educators and businessmen witnessed 
the event marking construction of the $1,750,000 
Kresge Hearing Research Institute expected to be com- 
pleted in the 1962-63 school year. 


Speakers included Stanley S. Kresge of Detroit, head 
of the Kresge Foundation which donated funds to con- 
struct the building, President Harlan Hatcher of the 


University of Michigan and the Rev. Hoover Rupert, 
pastor of the First Methodist Church, Ann Arbor. 


Mr. Kresge, President Hatcher and Dean William 
N. Hubbard of the University of Michigan Medical 
School placed the cornerstone of the structure. 


Those attending the ceremony represented the varied 
medical specialties that will join in the Institute’s re- 
search program, the executive committee of the Uni- 
versity of Michigan Medical School, and the faculty 
committee and Visiting Scientific Committee which 
planned the facilities and the investigative program. 





Forand Program to Continue 


The evening paper for September 11, 1961, carried a heading “For 
Me? ical Care.” A new national organization has been founded in 
t' aation’s capital to back the administration’s proposal for health 

.e to the aged through Social Security. It is called The National 

ouncil of Senior Citizens for Health Care through Social Security, 
neaded by former Congressman Amie J. Forand, sponsor of the much 
opposed Forand-type legislation. The group has a two-room head- 
q .arters in Washington, an Executive Secretary, and a Director of 
Organization. It has communicated with about 7,000 senior citizens. 

In writing replies and to help to carry on their work, the report 
says, there are all together 16,559,580 persons over 65 in the United 
States. Preliminary letters sent to 1,900 senior citizens are reported 
already to have netted commitments from groups with over 65,000 
membership. 

This movement is specifically to maintain the fight to put hospital 
and nursing care—not medical care—under social security. The 
bureaucrats are definitely trying to split the medical profession by 
separating pathologists, radiologists, physiatrists and anesthesiologists, 
exempting them from the medical profession group—but providing 
they can only be paid as “hospital services being rendered under 
the direction of the Secretary of Health, Education and Welfare.” 

These groups have striven many long years for recognition as 4. 
Doctors of Medicine—not hospital employes. This latest “excepting” EDITORIAL 1 39 
by the King-Anderson Bill has seemed to recognize a difference 
but only as hospital employes rendering special but not medical 
service. These well-recognized special medical practitioners again EDITORIAL EDITORIA 
have been uselessly harassed. inane ae 
EDITOR 


EDITOR 

; : : aa EDITOR 

Social Security Benefit Hestriction DITOR ano 

EDITORIAL EDITO 
The Saturday Evening Post for September 2, 1961, in its lead EDITORIAL EDITO 

article, comments upon a subject about which we have been writing a 

in THE JouRNAL for more than ten years. “Why Not Let The EDITOR 

Elderly Earn All They Can?” “A good many people believe that enh 

the restriction on earnings ought to be abolished entirely, and errcatit, @ 

numerous bills have been introduced to bring this about.” The DITORIAL EDITORIAL 

SEP lists and discusses five arguments in favor and three arguments at wsaemesese 

opposed, presented by HEW, and proceeds to quash them to the 

effect that the income to the government would not be much 

restricted but in return would eliminate an immense amount of 

unnecessary work in changing these checks every month. A cursory 

review shows we have mentioned some part of this problem recently: 

February, 1960—page 294; June, 1960—page 926; July, 1960— 

page 1080; January, 1961—page 85: But to go back ten years, in 

February, 1951 (page 190), in an editorial, “We Must Re-evaluate,” 

we analysed this program in considerable detail in a full-page edi- 


torial. 
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There is actually no justification for the federal 
government and the Social Security department to 
penalize an elderly person eligible for his social 
security benefits because he is ambitious and willing to 
work to augment his meager benefits as the law now 
does. No insurance company would dare do such a 
thing, and the government would prevent such action 
—yet because a person works more than a specified 
limit, he loses his social security benefits at present. 

By his very working, the individual is still con- 
tributing to the social security program. He should 
be praised instead of punished. This is one item 
which the medical profession can wholeheartedly sup- 
port in the social security program. It is also one 
item which undoubtedly has helped convince medical 
men to oppose the social security program and their 
entrance into it. Most of them would be denied 
their benefits until age 72 instead of at age 65. The 
profession has been criticized too often as always 
opposing. This is another item we can support. 


Income Tax Helief 


August E. Johansen, Congressman from the 3rd dis- 
trict of Michigan, introduced a Bill (HR 9387) in 
the U. S. House of Representatives, locally called the 
Kelleher-Slagle Bill. This Bill provides that any per- 
son receiving social security benefits (the over-65- 
age group) after he has made out his income tax 
statement, may deduct from that tax whatever he has 
paid for voluntary medical-surgical-hospital service 
up to $100 in any one year. This has been referred 
to the Ways and Means Committee. George W. 
Slagle, M.D. and George T. Kelleher, M.D., of Batile 
Creek, will appear before the committees advocating 
the program which they suggested. The Bill was 
introduced before the recess of the House in order to 
get it under consideration. 


The Current Status of 
Influenza Vaccine 


It seems appropriate to try to bring some order out 
of the chaotic mass of information and misinformation 
in news releases, regarding the present status (October 
13, 1961) of influenza vaccine, particularly for those 
in the pediatric age group. 

The writer acknowledges that it is late to discuss 
the subject. But on the premise that the cliché, “bet- 
ter late than never,” may apply to this short article 
and with the hope that it justifies the report. 

On October 13, 1961, a news release from the 
Academy of Pediatrics, indicated that a definite stand 
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had been taken regarding administration of influenza 
vaccine to patients in the pediatric age group. 

After an inquiry to Academy headquarters, a wire 
was received and its pertinent contents are quoted be- 
low. 

“It seems appropriate for a statement to be issued by 
the Academy . there is no outbreak of influenza 
any place in the world. . . . Until such time as an 
outbreak is reported by the World Health Organiza- 
tion surveillance, it seems wise not to recommend 
routine immunization (for influenza) for children. 
. . . (Doctors) should be guided by the general state- 
ments included in the “Red Book.” If an outbreak is 
reported an emergency statement will be forthcom- 
ing.” 

The 1961 “Red Book” is an official guide, developed 
by the Academy of Pediatrics. The following para- 
graphs condense the general advice given regarding 
influenza vaccine. 

As a routine practice, the use of the above vaccine 
is recommended for persons of all ages who suffer 
from chronic cardiovascular, pulmonary, renal or me- 
tabolic disorders. This includes heart disease of all 
types, chronic broncho pulmonary diseases, diabetes, 
Addison’s disease and similar debilitated states, also 
pregnant women. 


In years .. . of bigh incidence the following groups 
hold high priority: infants three months to one year, 
persons over seventy years, key personnel in the fields 
of medicine, business, industry, transportation educa- 
tion and communication. Because of high incidence 
in some epidemics, people from five to twenty-five 
years of age are included. 

Further the “Red Book’ cautions, that persons who 
are known to be allergic to egg or chicken, or those 
who have had allergic responses when egg grown vac- 
cine has been administered previously, should not be 
given this product. 

In the future, a dynamic and prompt action by a 
major health committee should help to avoid the in- 
accuracies and lack of agreement in medical and lay 
press releases. 


A. MorGAN Hitt, M.D. 


October 25, 1961 


Annual Session 


The Annual Session of the Michigan State Medical 
Society for the year 1961, was undoubtedly one of 
the most important we have had in many years. The 
scientific papers were of unusual interest, very well 
presented before large groups practically filling the 
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auditorium space. Many of these papers were ex- 
tremely significant in proposing lines of thought and 
investigation to the audience. They reported research 
which is renewing and definitely improving the chances 
of survival of our patients in the future. 

Many new facts and procedures were outlined, new 
investigations suggested, reports of comparatively re- 
cent work given, so that most of us came home proud 
of our profession, proud of its accomplishments and 
stimulated to add our own contributions to those 
already made. In the last ten years, the life span 
has been increased probably one or two years, maybe 
more. We are confident that at our “Centennial” 
in 1965, we shall have attained the ambition outlined 
a year ago by the “Presidents Program” which pro- 
posed to add five useful years of life to our citizens. 
From reports, that goal seems already to have taken 
fire, and we are in that process. Extended years, the 
senior years, beyond the unrealistic government pro- 
posed retirement date for our citizens are already 
showing their value and justification. 


Elections 


The Michigan State Medical Society has selected 
Clarence I. Owen, M.D., Director of Laboratories 
of Grace Hospital, Detroit, as President-Elect, and 
promoted Otto K. Engelke, M.D., Ann Arbor, to 
President. James J. Lightbody, M.D., Detroit, was 
re-elected Speaker of the House, and Harold F. Falls, 
M.D., Ann Arbor, was re-elected Vice Speaker of the 
House. 

In the Council, there were more than the usual 
number of changes. A. E. Schiller, M.D., Detroit, 
resigned as Councilor of the ist District; H. I. 
Meier, M.D., Coldwater, resigned as Council Chair- 
man and Councilor from the 3rd District, and T. P. 
Wickliffe, M.D., resigned as Councilor of the 13th 
District. The House of Delegates also recognized the 
increased population in doctors and delegates from 
Wayne County. It established a new rule cancelling 
District 16, 17 and 18 and, in District 1, establishing 
the provision that where there is a concentration of 
delegates, that county shall have one Councilor for 
each ten delegates. That ruling gives Wayne County 
five delegates instead of four as in the past. The 
House of Delegates thereupon selected William S. 
Carpenter, M.D., Detroit, to succeed Dr. Schiller and 
Edgar E. Martmer, M.D., as the fifth Councilor from 
Wayne. Harvey C. Hansen, M.D., Battle Creek, was 
selected Councilor to succeed Ei. I. Meier and D. 
Raymer Smith, M.D., Iron Mountain, to succeed Dr. 
Wickliffe, term expiring in 1963. William A. Scott, 
M.D., Kalamazoo, C. Allen Payne, M.D., Grand 
Rapids, H. H. Hiscock, M.D., Flint, were re-elected 
for the 4th, 5th and 6th Districts. 
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AMA Uelegates 


J. S. DeTar, M.D., Milan, declined re-election as 
delegate to the AMA, and John Heidenreich, M.D., 
was selected in his place. Wm. A. Hyland, M.D., 
Grand Rapids, and O. J. Johnson, M.D., Bay City, 
were re-elected. Luther R. Leader, M.D., Detroit, 
was selected for the fourth vacancy, President-Elect 
C. I. Owen, M.D., being transferred to alternate dele- 
gate. Warren W. Babcock, M.D., Detroit, withdrew. 
G. B. Saltonstall, M.D., Charlevoix, John M. Wellman, 
M.D., Lansing, B. M. Harris, M.D., Ypsilanti, were 
re-elected as alternates. Robert E. Rice, M.D., Green- 
ville, and Sydney Adler, M.D., Detroit, were selected 
to fill other vacancies as alternate delegates. 

The Council met to reorganize on Thursday morn- 
ing, September 28, selecting Oliver McGillicuddy, 
M.D., Lansing, as chairman; O. J. Johnson, M.D., 
Bay City as Vice Chairman; Warren M. Babcock, 
M.D., Detroit, as chairman of the Finance Committee; 
R. J. Mason, M.D., Birmingham, chairman of the 
County Societies Committee, and William A. Scott, 
M.D., Kalamazoo, chairman of the Publication Com- 
mittee. 


Clarence |. Owen, M.0.— 
President-Elect 


The President-Elect of the Michigan State Medical 
Society, Clarence I. Owen, M.D., Detroit, was born 
in New Hampshire in 1896. He attended Detroit 
Western High School and received his medical degree 
from Wayne University in Detroit in 1920. He is 
the father of two children and has four grandchildren. 
His son, William, now deceased, received his medical 
degree from Wayne in 1952. 

Since his graduation from Wayne University Medi- 
cal School, Doctor Owen has been Pathologist to and 
Director of the Laboratory of Grace Hospital in De- 
troit. He is a Diplomate of the American Board of 
Pathology in Anatomic Pathology and Clinical Pathol- 
ogy, and is a member of Phi Rho Sigma medical fra- 
ternity. 

He served as Secretary and Treasurer of the Detroit 
Academy of Medicine from 1956 to 1959, and as 
President in 1960-1961. As a member of the Wayne 
County Medical Society, he was the first President 
of Noon Day Study Club (1927-1928), serving as 
President in 1958-1959. He was a Delegate to the 
Michigan State Medical Society from 1946 to 1961, 
and Editor of Detroit Medical News from 1960 till the 
present time. 

He was elected by the Michigan State Medical 
Society to serve as Alternate Delegate to the American 
Medical Association from 1946 to 1955 and was a 
Delegate from 1955 to 1961. He is a member of the 


1441 





EDITORIAL 


Association of Military Surgeons, the American Medi- 
cal Association, American Association of Pathologists 
and Bacteriologists, Michigan Pathological Society 
(serving as President in 1936-1937), American So- 
ciety of Clinical Pathologists (Vice President, 1930- 
1931), Executive Committee (1932-1935), Fellow, 
College of American Pathologists. 

He has had some twenty-five to thirty articles pub- 
lished in national medical journals and Grace Hospital 
Bulletin, many of which were case reports, some 
original research. From 1921 to 1950, he served on 
the teaching staff of the Department of Pathology at 
Wayne University, was a member of the Executive 
Committee Alumni Association of Medical College 
(1930-1933), member of Board of Governors, Alumni 
Association of Medical College (1955-1958), member 
Board of Governors of Alumni Association of Uni- 
versity (1960-to date). 

He served for more than five years in World War 
II, many years in active reserve, and retired as a 
Colonel MC (AUS). He received a Commendation 
Ribbon. He is a member of Retired Reserve of the 
Selective Service System. 

He is an Elder in the Presbyterian Church, a mem- 
ber of the Detroit Rotary Club, Detroit Commandery 
No. 1 Knight Templar, is currently the medical ad 
visor to the Michigan State Director of Selective 
Service. He has given numerous talks before service 
and other clubs. 

Mrs. Owen is President of the Women’s Auxiliary 
of the Michigan State Medical Society. 


Michigan Medical Service 


The corporate body of Michigan Medical Service, 
which consists of the seated House of Delegates of 
the MSMS and the non-delegate members of the 
Board of Michigan Medical Service, held its annual 
meeting Tuesday afternoon, September 26, 1961. The 
most important business was the election of the Board 
of Directors. The following were elected for a three- 
year term: Representing the Michigan State Medical 
Society; F. S. Alfenito, M.D., Grand Rapids; E. C. 
Baumgarten, M.D., Grosse Pointe Woods (he had 
been a member several years previously); Robert M. 
Bookmyer, M.D., Birmingham; Hugh Caumartin, 
M.D., Saginaw; G. Thomas McKean, M.D., Detroit, 
(re-elected); John M. Wellman, M.D., Lansing (re- 
elected) ; Alfred H. Whittaker, M.D., Detroit (new 
member). Representing the Michigan Hospital Serv- 
ice: Mr. Franklin D. Carr, Detroit, and Ralph C. 
Hutchins, Alma (both re-elected). Representing the 
Public: Rt. Rev. Robert L. DeWitt, Episcopal Diocese, 
Detroit (new member) and Mr. Waldo I. Stoddard, 
Grand Rapids (re-elected). This makes four com- 
pletely new members representing the medical profes- 
sion and one new member, the public. 

At the close of the election, Mr. Sumner Whittier, 
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Executive Vice President and Director, made some 
most thrilling, interesting and challenging remarks 
about Michigan Blue Shield, its history, accomplish- 
ments and capacity for immensely increased service. 
It is the accomplishment of unusually dedicated men 
of medicine in Michigan with whom he chose to work, 
believing as he does the challenges of the next months 
will be increased by the announced programs of the 
administration. 

Mr. Whittier’s talk was received with rapt attention 
and a rousing standing approval. 


Full Information 


Effective March 5, 1962, a regulation of the Federal 
Drug Administration will require drug manufacturers 
to provide the medical and pharmaceutical professions 
with more information in the labeling of drugs and 
devices that are sold only on prescription. 

This will be done by means of a package insert, 
which is nothing new. However, it is the intent of 
the regulation that the manufacturer will describe 
fully any and all toxic effects and side reactions that 
might be encountered in the use of the product. 

Objections had been raised against this regulation. 
One objection was that it would increase the cost. 
Anyone familiar with publishing and printing knows 
that in large volume orders the addition of a few 
paragraphs amounts to very little in cost. As regards 
cost of preparation, one would expect that the existing 
staff could handle this without too much expansion. 
The cost of frankness should be minimal. 

Another objection was that the inserts might fall 
into the hands of untutored lay persons with unde- 
sirable consequences for both the patient and the 
physician. This of course is the responsibility of the 
physician and the pharmacist—the physician to see 
that the printed matter is destroyed before disposal 
and the pharmacist to dispense in accordance with the 
prescriber’s instructions. 

By this regulation the consciences of government 
and manufacturer are clear, and the choice of drug is 
put squarely up to the physician where it belongs. 
Acting on full information, he must weigh the thera- 
peutic effect he desires against the possible hazards.— 
New York State Journal of Medicine, Nov. 15, 1961. 


Correction 

In the August issue, the photograph of A. D. 
Ruedeman, Sr., M.D., was used by mistake with the 
paper by A. D. Ruedeman, Jr., M.D. 

In the article by Louis B. Gariepy, M.D., his father’s 
picture was used. We are sorry for these mistakes, 
and we are making every effort to see that this does 
not happen again. 
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Medical Schools 
Expand in U.S.A. 


The warnings by well-known medical educators that the nation 
must increase the number of medical school graduates in order to 
maintain the present physician-population ratio are beginning to 
yield some tangible results. 

Rutgers and Brown Universities have announced plans to offer 
two-year programs in the basic medical sciences. The University 
of New Mexico is making strides toward starting a two-year program 
in the basic medical sciences. 

San Antonio, Texas won a drive to locate a medical school in 
that city recently when a deed for 100 acres of land for the school 
was presented to the University of Texas. The state legislature has 
appropriated $1.85 million to begin the medical school. 

While states such as Maine, Massachusetts, Minnesota, Idaho, 
Ohio, and New York are studying the possibilities of establishing new 
medical schools, the Connecticut Legislature went into action by ap- 
propriating $2 million to help start a new medical-dental school to 
be affiliated with the University of Connecticut. This amount, coupled 
with a $1 million grant from the Kellogg Foundation, will enable the 
university to actively start work on the four-year medical school. 

The University of Arizona has been selected by the Board of 
Regents as a medical school site, “if and when funds are available.” 

Latest reports from California reveal that the Board of Regents 
of the University of California have under serious consideration 
plans for a four-year medical school for the proposed new university 
campus at San Diego. 


Seek Mission Doctors 


The willingness of American doctors of medicine to serve in 
foreign mission fields on a temporary basis is shown by the large 
number of doctors who have written recently to the AMA. The 
AMA is helping doctors volunteer for service in the foreign mission 
fields on a temporary basis when emergencies arise. Cooperating 
in this program are missionary agencies representing every denomina- 
tion sponsoring American medical missionaries. 

Physicians interested in volunteering for such service are asked 
to write directly to the AMA Department of International Health, 
535 N. Dearborn Street, Chicago 10, Illinois. 


No Finer Opportunity 


Early in the Kefauver hearings, the subcommittee invited testimony 
from the Arthritis and Rheumatism Foundation. There followed 
appalling disclosures that some $250 million are spent each year by 
arthritics on useless quack cures. . . . Considering the close attention 
of the press and public to these proceedings, never had a Congres- 
sional inquiry been handed a finer opportunity to launch a public 
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crusade and mobilize national resources to stamp out 
criminal operatives in the health field. And what 
happened? Nothing. The investigators were far more 
interested in getting back to the assault on manufac- 
turers of cortisone and its derivatives which have 
actually restored millions of cripples and potential 
cripples to useful, productive life—Report to the 
Nation: Austin Smith, M.D., President, Pharmaceutical 
Manufacturers Association. 


Continuing Education Stressed 


The importance of continuing education has received 
increasing recognition in recent years, primarily be- 
cause of the tremendous expansion in medical knowl- 
edge. The modern physician is confronted by what 
often seems to be an impossible task in attempting to 
keep himself informed of the latest developments. In 
spite of his best efforts at reading the medical journals 
and attendance at an increasing number of scientific 
meetings, he is likely to find himself well behind the 
advancing research teams. His only hope of catching 
up would appear to be a series of well-designed pro- 
grams, developed by leaders in medical education.— 
From an editorial in JAMA, August 12, 1961, Page 
444. 


To Draft 400 Medies For 
Military Service 


The Armed Forces plan to draft up to 400 physi- 
cians in the near future, with most of them slated 
to serve in the Army. 

Physicians who completed internships last July will 
be affected. 

The Army also issued a clarification on the residen- 
cy training status of medical reserve officers liable for 
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call to active duty as members of alerted reserve units. 


Voluntary participants in the “Berry Plan” and re- 
serve officers commissioned through the ROTC pro- 
gram, who previously had been granted delays to com- 
plete their medical educations, will be transferred 
from alerted reserve units to the United States Army 
Reserve Control Group (Delayed). 

Reserve medical officers in fulltime residency train- 
ing who are not Berry Plan participants may be de- 
layed from call to active duty if they can complete 
the final year of any accredited residency program 
within nine months from October 1. 


Seek Funds for Second 
S. S. Hope Ship 


The People-to-People Health Foundation, sponsor 
of the S.S. Hope floating hospital and medical school, 
plans a campaign to raise $10 million for future proj- 
ects. 

The S.S. Hope recently arrived back in San Fran- 
cisco after a year in southeast Asia. Latin America is 
scheduled as the next stop. If the fund-raising goal 
of $10 million is reached, a sister ship to the $.S. Hope 
is planned. 

Over $2 million has been collected by the Founda- 
tion and an additional $2.5 million worth of gifts in 
kind—drugs, equipment—was contributed. This has all 
been put into People-to-People projects, including the 
$.§. Hope and the three hospitals the foundation staffs 
and operates in Asia. One hundred U. S. physicians 
have voluntarily aided overseas with these projects. 

The concept of a goodwill floating hospital and 
school has grown. Britain and Scandinavia are plan- 
ning large ships such as the $.$. Hope, and Indonesia 
will soon have a smaller ship of this nature serving 
there. 





Fostering medical scientific research. 
Emphasizing medical ethics. 
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Ten Areas of Primary Concern to the AMA 
(As Cited by Dr. Blasingame at AMA Institute in Chicago) 


Attracting additional members into organized medicine. 

Seeking even better programming for AMA annual and Clinical Sessions. 
Continuing the improvement in undergraduate medical education. 
Continuing and expanding postgraduate medical education. 


Exerting leadership in attacking any wastage in medical care costs. 

Increasing the quantity and quality of the research into many vitally important 
phases of medical economics and insurance. 

Continuing the fight to protect American medicine’s freedom of practice. 
Demonstrating AMA’s interest and cooperation in the field of international health. 
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(brand of diphenoxylate hydrochloride with atropine sulfate) 


>* lowers motility 
>*< controls diarrhea 


Lomotil brings prompt symptomatic control in diarrhea, either acute or chronic. 
Both pharmacologic and clinical evidence indicate that Lomotil selectively lowers 
the propulsive component of gastrointestinal motility without relaxing intestinal 
sphincters. So efficient is this action that studies in mice have shown Lomotil to be 
effectively antidiarrheal in one-eleventh the dosage of morphine. 
Such striking antidiarrheal activity strongly suggests that Lomotil is the drug of 
first choice for prompt and positive control of diarrhea. 


Dosage: The recommended initial dosage for adults is two tablets (2.5 mg. each) 
three or four times daily, reduced to meet the requirements of each patient as soon as 
the diarrhea is under control. Maintenance dosage may be as low as two tablets daily. 
Lomotil is supplied as unscored, uncoated white tablets of 2.5 mg., each containing 
0.025 mg. of atropine sulfate to discourage deliberate overdosage. Recommended 
dosage schedules should not be exceeded. 


An exempt preparation under Federal Narcotic Law. 

Descriptive literature and directions for use available in G. D. SEARLE « co. 
Physicians’ Product Brochure No. 81 from G. D. Searle & CHICAGO 80, ILLINOIS 
Co., P.O. Box 5110, Chicago 80, Illinois. Research in the Service of Medicine 
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‘Theragran 


SQUIBB VITAMINS FOR THERAPY 


For your patients with infections or other illnesses 
who need therapeutic vitamin support. Each 
Theragran supplies the essential vitamins 1n truly 
therapeutic amounts: 
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Thiamine Mononttrate. .........10mg. 


ee eee 


NMC 6. aa wei skys eee 
VON Se ee es 5 2 ee 
Pyridoxine Hydrochloride ........ Omg. 
Calcuim Tamiommenate wn as sss « 
ian an erate enn BES | 


ff E iy Squibb Quality—the Priceless Ingredient 


‘Theragran’® is a Squibb trademark 
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@ © nutrition... present as a modifying or complicat- 


+ ° ° . 1 
ing factor in nearly every illness or disease state9® 


1, Youmans, J. B.: Am. J. Med. 25:659 (Nov.) 1958 


cardiac diseases “Who can say, for example, whether the patient chronically 
ill with myocardial failure may not have a poorer myocardium because of a moderate 
deficiency in the vitamin B-complex? Something is known of the relationship of vitamin 
C to the intercellular ground substance and repair of tissues. One may speculate upon 
the effects of a deficiency of this vitamin, short of scurvy, upon the tissues in chronic 


ho 999 
disease. “ 9. Kampmeier, R.H.: Am. J. Med. 25:662 (Nov.) 1958 


arthritis “It is our practice to prescribe a multiple vitamin preparation to patients 
with rheumatoid arthritis simply to insure nutritional adequacy .. .”* 


3. Fernandez-Herlihy, L: Lahey Clinic Bull. 11:12 (July-Sept.) 1958 


digestive diseases Symptoms attributable to B-vitamin deficiency are com- 
monly observed in patients on peptic ulcer diets.* Daily administration of therapeutic 
vitamins to patients with hepatitis and cirrhosis is recommended by the National 
Research Council.® - Sebrell W.H.: Am. J. Med. 25:673 (Nov.) 1958. 5. P lack, H., and Halpern, S.L The c Nutrition, 


erapeut 
ational Academy of Sciences and National Research Council, Washington, D.C., 1952, p. 57 


degenerative diseases “Studies by Wexberg, Jolliffe and others have indi- 
cated that many of the symptoms attributed in the past to senility or to cerebral arterio- 
sclerosis seem to respond with remarkable speed to the administration of vitamins, 
particularly niacin and ascorbic acid. These facts indicate that the vitamin reserve of 
aging persons is lowered, even to the danger point, more than is the case in the average 


hd 296 
American adult. ” 6, Overh Iser, W., and Fong, T.C.C. in Stieglitz, E. J.: Geriatric Medicine, 3rd edition, J. B. Lippincott, Philadelphia, 1954, p. 264. 


infectious diseases Infections cause a lowering of ascorbic acid levels in the 


plasma; and the absorption of this vitamin is reduced in diarrheal states." 7. cocsmitn, 


Conference on Vitamin C, The New York Academy of Sciences, New York City, Oct. 7 and 8, 1960. Reported in: Medical Science 8:772 (Dec.10) 1960. 


diabetes Diabetics, like all patients on restricted diets, require an extra source 
of vitamins.® ““Rigidly limiting the bread intake of the diabetic patient automatically 
eliminates a large amount of thiamin from the diet....There is some evidence of 
interference with normal riboflavin utilization during catabolic episodes.’ 


8. Duncan G.G.: Diseases of Metabolism 4th edition W.B. Saunders, Philadelphia, 1959, p. 812. 9. Pollack, H.: Am. J. Med. 25:708 (Nov.) 1958. 


FOR FULL INFORMATION SEE YOUR SQUIBB PRODUCT REFERENCE OR PRODUCT BRIEF. 








November, 1961 
Say you saw it in the Journal of the Michigan State Medical Society 








Calms the Tense, Nervous Patient 


in anxiety and depression 





The outstanding effectiveness and safety with which 
Miltown calms tension and nervousness has been 
clinically authenticated by thousands of physicians _ 
during the past six years. This, undoubtedly, is one Clinically proven 
reason why meprobamate is still the most widely 


prescribed tranquilizer in the world. in over 750 
Its response is predictable. It will not produce published studies 


unpleasant surprises for either the patient or the 
physician. Small wonder that many physicians have 


awarded Miltown the status of a proven, depend- eerie dependably ee 
: without causing ataxia or 
able friend. 


altering sexual function 


® ® Does not produce 
; OW , } Parkinson-like symptoms, 
meprobamate (Wallace) liver damage or 

Usual dosage: One or two 400 mg. tablets t.i.d. agranulocytosis 
Supplied : 400 mg. scored tablets, 200 mg. 
sugar-coated tablets; bottles of 50. Also as 
MEPROTABS®—400 mg. unmarked, coated Does not muddle 
tablets; and in swstained-release capsules as the mind or affect 
MEPROSPAN®-400 and MEPROSPAN®-200 4 behav; 
(containing respectively 400 mg. and normal behavior 
200 mg. meprobamate). 


GF, WALLACE LABORATORIES 
WZ Cranbury, N. J. 


cm-5646 
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Report on Congress 


Presented by AMA 


There were 14,026 bills introduced in the First Session of the 87th 
Congress and of those bills 555 were of interest to medicine. 

The American Medical Association submitted statements on nine of 
the bills offered. Four statements were in favor; three in opposition; 
and two informational. The AMA supported H.R. 1341, safety de- 
vices on government purchased automobiles; provisions of S. 1072 
dealing with medical school construction; H.R. 10, a tax-deferred 
retirement plan for the self-employed; and appropriations for the 
Civil Defense Shelter Program. AMA submitted statements in op- 
position to the King bill (H.R. 4222); the Kefauver drug bill 
(S. 1552); and H.R. 6471 on drug advertising. 

Statements filed for information were those on the Constitutional 
Rights of the Mentally Ill and the Exchange Student Program. 

“* * 

The following bills of medical interest became law during the First 
Session, 87th Congress: H.J. Res. 306, a posthumous medal for 
Thomas Dooley, M.D.; H.J. Res. 358, establishing an annual poison 
prevention week; S. Res. 154, an expression of the Senate favoring 
the establishment of a Great White Fleet to provide medical care 
and other aid at times of natural disaster; S. 336, providing grants 
for training of teachers of the deaf; S. 1922, increasing the mortgage 
guarantee of nursing homes from 75% to 90%; S. 2237, making 
permanent the provisions under which certain immigrants with tuber- 
culosis may be admitted to the U. S.; H.R. 3980, amending the Food 
Additive Law to provide transitional provisions; H.R. 4884, which 
had a provision under which the Federal Government could increase 
its contribution for medical care under Old Age Assistance from $12 
to $15; H.R. 4998, the Community Health Facilities and Services 
Act, and H.R. 6441, the Water Pollution Control Act. 


+ A 


What the Press Said... 


After the first session of the 87th Congress adjourned, the press 
made many comments about the proposed compulsory social security 
medical aid for the aged plan. Among these were: 


The Chicago Daily News 

Congress was right, too, in bypassing the Administration’s proposal to 
impress the nation’s older people into a medical program under Social 
Security.” 

The New York Times 

“The White House ducked a fight on its controversial proposal to give 
medical care to the aged under Social Security. This will be on the election 
year calendar when Congress reconvenes 


The Wall Street Journal 


Amid the dying echoes of the current Congressional session, one fact 
emerges startlingly clear: The Kennedy Administration faces a crisis in 
leadership in the increasingly conservative House of Representatives.’ 
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“Next Session,’ Says McNamara 


The following are consecutive paragraphs taken from 
Senator McNamaras September “Report to the People 
of Michigan” : 

“A few weeks ago, I discussed this matter with President 
Kennedy at the White House and followed up our con- 
versation with a letter in which I urged an early start on 
planning for this vital legislation next year. 

“In his letter of response, the President said in part . . 

I agree wholeheartedly with your belief in the importance 
of this legislation to our nation . . . and I assure you that 
I intend to recommend that this legislation be given the 
highest priority at the next session of Congress.’ 

So I am hopeful that we will get an early and successful 
start on medical care for the aged when Congress returns 
in January.” 


Supports Drug Industry 


“Another layer of federal laws on top of existing 
legislation governing the drug industry would do little, 
if anything to reduce drug costs.” 

So stated Harry E. Carnes, M.D., of Parke, Davis 
& Company, at the recent scientific meeting of the 
Nebraska chapter, American Academy of General 
Practice. 





AN 
ETHICAL 
AND 
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COLLECTION 
SERVICE 
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Medical Profession 
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COMPANY 


93 MASSACHUSETTS AVENUE 
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“Has the drug industry done so poorly for the 
peoples of the U. S. and the world as to merit at- 
tempts by segments of the government to stifle and 
ultimately control the pharmaceutical industry?” he 
asked. 

Medical research, he said, has helped to increase 
life expectancy, cut down on infectious disease deaths 
by 75 per cent since 1938, reduce the occupancy of 
mental hospitals due to tranquilizers, brought the 
closing of TB sanatoria due to effective drugs; and de- 
veloped the hormone drugs which have been success- 
ful in treating the arthritic patients. 


Dr. Carnes said that he hopes that when the “dust 
settles medical practice, research and pharmaceutical 
developments will still be securely in the hands of 
those who are best qualified to manage such affairs.” 


Explains NAM Concern 
to Kent Physicians 


Charles R. Sligh, Jr., of Holland, Executive Vice- 
President of the National Association of Manufactur- 
ers, addressed the recent meeting of the Kent County 
Medical Society, and made these statements: 

“Your opposition to the Administration’s social security- 
medical aid proposal is unreserved, and you may wonder 
why an organization of 18,000 manufacturers, mostly small 
business men, should insist on pitching into the battle on 
your side. You might think we would have enough to do 
in matters closer to the personal and business interests of 
our members. 

“Yet, we have testified in Congress against this bill. We 
have widely publicized our oppositions to it in a planned 
campaign. 

“We have come to your side because you are fighting 
a battle against socialization of medical practice, and we 
feel that we must fight every attempt to nationalize Ameri- 


ca’s private affairs, no matter where they occur.” 


A Businessman Speaks 


Robert P. Briggs, chairman of the board of directors 
of the Federal Reserve Bank of Chicago, recently said: 

“I happen to be a businessman who believes many of us, 
if we really try, can do a better job than we are doing in 
fulfilling our responsibilities to the business community and 
to our businesses; who believes that we as businessmen must 
stand up and be counted on public issues; who recognizes 
that government is essential and that we had better improve 
it; and who believes citizenship responsibilities cannot be 
ignored. 

“An effective place for businessmen to communicate their 
ideas is in the political arena. More and more businesses 
are urging their employes to become active in politics. It 
is not enough to contribute dollars to the party of your 
choice. Participation in the councils, working in the cam- 
paigns, and even being candidates for public office are essen- 
tial if democracy is to have the full advantage of your time 
and talents.” 
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GEVRESTIN 


Geriatric Vitamins—Minerals—Hormones—d-Amphetamine Lederle 


one capsule every morning supplements the diet to help achieve 
proper balance: # nutritionally # metabolically # mentally 





Each dry-filled capsule contains: Ethinyl (Be), 5 mg. ¢ Niacinamide, 15 mg. * Pyri- mental iron, 10 mg.), 30.4 mg. ¢ Iodine 
Estradiol, 0.01 mg. * Methyl Testosterone, doxine HCl (Be), 0.56 mg. * Calcium Panto- (as KI), 0.1 mg. * Calcium (as CaHPOs), 
2.5 mg. ¢ d-Amphetamine Sulfate, 2.5 mg. thenate, 5 mg. * Choline Bitartrate,25 mg. 35 mg. * Phosphorus (as CaHPO:), 27 mg. 
* Vitamin A (Acetate), 5,000 U.S.P. Units ¢ Inositol, 25 mg. * Ascorbic Acid (C) as ¢ Fluorine (as CaF2), 0.1 mg. * Copper (as 
¢ Vitamin D, 500 U.S.P. Units * Vitamin Calcium Ascorbate, 50 mg.*l-Lysine Mono- CuO), 1 mg. * Potassium (as K2S0Ox«), 5 
Biz with AUTRINIC® Intrinsic Factor hydrochloride, 25 mg. * Vitamin E (Toco- mg. * Manganese (as MnOz2), 1 mg. * Zine 
Concentrate, 1/15 N.F. Oral Unit * Thi- pheryl Acid Succinate), 10 Int. Units ¢ (as ZnO), 0.5 mg. * Magnesium (MgO), 1 
amine Mononitrate (B:), 5 mg. * Riboflavin Rutin, 12.5 mg. * Ferrous Fumarate (Ele- mg. Supply: Bottles of 100 and 1,000. 


REQUEST COMPLETE INFORMATION ON INDICATIONS, DOSAGE, PRECAUTIONS AND CONTRAINDICATIONS 
FROM YOUR LEDERLE REPRESENTATIVE OR WRITE TO MEDICAL ADVISORY DEPARTMENT. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 





Plan now to attend the AMA Clinical Session in Denver, November 27-30 
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is pharmaceutical 
advertising 


really 


“advertising”? 


of course it is, though some have called it 


“education” . . . not really “advertising.” 


Of course it’s “advertising”... a frankly competitive activity of the Ameri- 
can private enterprise system to which this industry belongs. Of course it’s 
“advertising”. ..created in the hope of getting the physician to note and read; 
of persuading him, by setting forth proven indigations and advantages, to 
learn about a drug; and of thereby helping him alleviate suffering or cure dis- 
ease by prescribing it. 


“Advertising”? Surely! BUT indisputably different from any other adver- 
tising in the world (which is just what has led people to devise various dif- 
ferent names for it). For in its proper role it communicates the vital information 
. .. good, bad, and indifferent . .. and it keeps the physician abreast of each 
useful new clinical application and each new danger revealed during increas- 
ing use of the drug. 


There’s been a lot of talk about “over-advertising”, and there may have been 
occasional excesses. But consider the potential dangers, in this era of astonishing 
new drugs, of “under-advertising”. . . in view of the complexity of modern drug 
therapy; the lag of 6 to more than 18 months before the appearance of defini- 
tive medical articles on new drugs; and the fact that there is no other source of 
such comprehensive information about a new agent as the company that ran it 
through the crucial gauntlet of animal pharmacology and clinical investigation. 

This message is brought to you on behalf of the producers of prescription drugs. 


For additional information, please write Pharmaceutical Manufacturers Associa- 
tion, 1411 K Street, N.W., Washington 5, D.C. 
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McKesson VITALOR A™= 


for evaluatory pulmonary function 


A compact portable instrument for : 
quick, accurate, functional (i 


respiration studies 


The Vitalor makes a chart of the Vital Capacity in 

tenths of seconds, up to six seconds, total Vital Capacity, 

and maximum expiratory flow rate. . . . The charts are 

exceptionally easy to read, and may ‘be filed for time 

comparison studies. . . Vitalor is manufactured in two 

models—one with a push- button to start the chart-move- 

ment, and a new model equipped with a pressure-sensi- “wa MODEL VC-25—f . ¥ 
tive switch which starts the chart automatically with the volt Wicycle A. C. avaet pila lete 
patient's expiration. with | box of disposable mouth tubes and 100 
charts $137. 50 


] MODEL VC-25-A—same as VC-25, but equip- 
fmcKesson J ped with automatic starting switch $150.00 


VITALORS | NOBLE-BLACKMER, INC. 


801 S. Brown St., Jackson, Mich. 
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PROFESSIONAL LIABILITY 
INDIVIDUAL INSURANCE 


with proficient defense 


Bons Exess — IANA 


Professional Protection Exclusively since 1899 


DETROIT OFFICE 
George A. Triplett, Richard K. Wind and George J. Haworth, Representatives 
2405 West McNichols Road Telephone UNiversity 2-8064 
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19622 MAP Congress at MSU 
To Feature Carl Winters 


Rev. Carl S. Winters, one of America’s finest speakers, has ac- 
cepted an invitation to give the main address of the President’s 
Dinner-Dance at the 3rd Annual Congress of the Professions, Satur- 
day, February 9 and 10, 1962. 

As a “jet-circuit-rider” on the lecture staff of the General Motors 
Corporation, Dr. Winters has achieved an international reputation 
as a foremost inspirational speaker and humorist. His Congress ad- 
dress will be entitled “Your Ethics Are Showing.” 

Dr. Harlan Hatcher, president of the University of Michigan and 
Dr. John Hannah, Michigan State University president, have been 
invited to address noonday meetings of the Congress. Dean Edward 
A. Carlin, University College, MSU, is working with the Congress 
Planning Committee in securing name speakers to address the Con- 
gress at sessions devoted to “great thoughts.” 


MAP Studies Services 


The MAP Committee on Business Services and Techniques is re- 
searching into several new business services to be offered its mem- 
bers in 1962. 

It is expected that the first of these to be completed will be the 
Investment-Retirement Program reviewed previously in the JOURNAL. 
An entirely new concept in retirement planning, the program conceiv- 
ed will combine the advantages of two distinct and very different 
types of investment: the common stock which will offer growth 
possibilities along with current interest earnings and annuities that 
will offer an income that cannot be outlived plus the guarantee of 
principal. 

The Committee will conduct a survey among MAP members to 
determine their thinking on this type of investment-retirement and 
finalized plan will be presented early in 1962. 

Other plans include a Gift Purchase Plan wherein MAP members 
could purchase gifts at an economic savings; and a Travel Plan 
through which MAP could offer travel service by a tie-in with an 
established travel service bureau that would provide “group” trans- 
portation and travel plans at rates that would result in considerable 
saving. Such service, for the most part, would be directed to group 
travel to conventions or travel outside the United States. 


Detroit News Fund 
Aids Medical Students 


Ten students, named by the medical schools of the University of 
Michigan and Wayne State University, will receive $500 grants each 
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New ZOALITE 
500 LAMP 
features long- 
range, 
retractable 
extension arm. 


Radiant energy from the Z-500 Infrared 
lamp is in the spectral range capable of 
greater tissue penetration. Its special 
long-life quartz tube has almost ideal 
spectral characteristics for therapeutic 
infrared radiation. (See chart below.) 


New equipoise arm permits positioning 
over widest treatment table. Unique 
counterbalanced construction holds 
lamp stationary. The Z-500 also has an 
Alzak aluminum reflector designed to 
project radiation evenly over the treat- 
ment area. Hot spots are eliminated. 


the heart of the new 2-500 is its quartz infrared tube 
] 
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RELATIVE SPECTRAL DISTRIBUTION IN 
ANGSTROM UNITS — BURDICK Z-500 LAMP 


As will be noted from the above chart, most of 
its radiant energy is in the range which is 
capable of the greatest tissue penetration. 


SEE THE NEW BURDICK Z-500 ON DISPLAY 
AT YOUR DEALER'S... 


in 


THE G. A. INGRAM COMPANY 


4444 Woodward Avenue 
Detroit 1, Michigan 
Telephone TEmple 1-6880 
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from The Detroit News Medical Aid Fund, now in 
its second year. The grants were made through the 
deans of the medical schools to second or third year 
medical students who demonstrated need and ability. 

The winning University of Michigan students, each 
a winner for the second consecutive year, are Lynn 
Ellen Dykeman, Grand Rapids; William Duer Burton, 
Ann Arbor; David Keith Hickok, Plainwell; John Ray- 
mond Ladd, Midland; and Donald Duane Worchester, 
Big Rapids. 

The Wayne State University students are Heler 
Hutula Winkler, Austin A. Aardema, James H. Mc- 
Carthy, John R. Shearer, and Allen Joseph Telmos, 
all of Detroit. 


Finances Cancer Research 


More than $80,000 in grants for cancer research in 
Michigan hospitals and medical colleges has been ex- 
pended so far this year by the Michigan Cancer 
Foundation. 

Oscar D. Stryker, M.D., St. Clair Shores, chair- 
man of the Foundation’s medical and scientific commit- 
tee, reports that funds earmarked for the furtherance 
of cancer research will exceed $100,000 for this year. 

Besides individual grants to scientists, the Founda- 
tion has expended $3,600 in summer scholarships for 
high school students interested in cancer research. 


Nurses Name Executive 


Eleanor M. Tromp, R.N., Lansing, has been ap- 
pointed executive secretary by the board of directors 
of the Michigan State Nurses Association. 

Miss Tromp, a former Grand Rapids public health 
nurse, rejoins MSNA after a year’s leave of absence 
during which she earned her master’s degree at Teach- 
ers College, Columbia University. She first joined 
the MSNA staff in 1956 as assistant executive director 
and has been responsible for the association’s legis- 
lative program. 


Hospital Auxiliaries Study PR 


Public relations and its importance in the hospital 
field were stressed at the 13th annual workshop of the 
Michigan Association of Hospital Auxiliaries held re- 
cently at Gaylord. Nearly 300 delegates attended. 

Guest speakers were George E. Cartmill, Jr., director 
of Harper Hospital, Detroit, who discussed “Admin- 
istration and the Volunteer,” and Roger M. Busfield, 
public relations director of the Michigan Hospital As- 
sociation. Four other programs dealt with “Program- 
ming and Communication,” “Community Participation 
in Fund Raising,” “The Role of the Volunteer,” and 
“Citizens for Scholarships in Health Careers.” 
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with tarnish-proof soft rubber lining which 

ILLUSTRATED— protects instruments from shock. The en- 
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Upswing in the Influenza Cycle 


The Public Health Service has reported that an up- 
swing in the influenza cycle is very likely to occur in 
this country during the coming winter. 

It is the opinion of the Public Health Service that 
we are probably due for some Asian influenza out- 
breaks which usually come in two- to three-year 
cycles, and we are also overdue for Type B influ- 
enza outbreaks which usually occur in four- to six- 
year cycles. Asian influenza has been dormant in this 
country since March, 1960, and it has been more than 
six years since we have had any substantial numbers 
of Type B influenza. 

The Michigan Department of Health therefore rec- 
ommends immediate influenza vaccinations for all per- 
sons in the three groups which accounted for most 
of the 86,000 flu-triggered deaths between September 
1957 and March 1960. These groups are: persons 
with heart disease, pulmonary disease, diabetes, and 
other chronic illnesses; persons over sixty-five years 
of age; and pregnant women. 

In Michigan, people in these groups were the pri- 
mary victims among the 657 deaths directly attributed 
to influenza during the past four years. In a great 
many other deaths, the onset of influenza was a sig- 
nificant contributory factor. Most of these deaths 
could probably have been avoided if people in these 
high risk groups had been vaccinated. However, once 
influenza has broken out in a community, it is too 
late for effective protection. 


In addition to the above recommendations, the de- 
partment also recommends routine annual immuniza- 
tion against influenza for all people in high risk 
groups. These groups are defined as (1) patients with 
chronic diseases of heart and lungs, diabetes or with 
other chronic diseases in which influenza would pose 
an added health risk; (2) pregnant women and in- 
fants; (3) persons over age 65. The department 
further recommends influenza vaccination on an an- 
nual basis for those persons responsible for the care 
of the sick—hospital and nursing home personnel, phy- 
sicians, nurses, public health personnel, and those re- 
sponsible for providing essential public services. 

The recommended dosage for initial immunization 
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ALBERT E. HEUSTIS M.D., State Health Commissioner 


is two injections, 1 cc. each (500 cca units per cc.) 
administered subcutaneously two months apart. Per- 
sons previously immunized with polyvalent vaccine 
should receive a booster dose of 1.0 cc subcutaneously 
each fall, prior to November 1. Persons with a his- 
tory of sensitivity to eggs, chickens, or feathers are 
cautioned to inform their physician or this fact, and 
be guided by his advice as to whether or not they 
should receive the vaccine. 

The Michigan Department of Health does not pro- 
vide influenza vaccine. 


Polio Progress Report 


All indications are that as of the first nine months 
of this year, the incidence of paralytic poliomyelitis 
in Michigan has reached an all-time low. As of the 
end of September, only 14 cases have been reported. 
This compares with 34 cases in the same period of 
1960, and with 1,581 cases reported at this time 
during the record high year of 1952. On the basis 
of these figures, it would appear that we may be ap- 
proaching a point where poliomyelitis is virtually non- 
existant as a cause of crippling and death. Since the 
passage of the Check Point Immunization Law last 
year, we are pretty well assured that the vast ma- 
jority of all children entering school for the first time 
will be protected against poliomyelitis as well as small- 
pox, diphtheria, tetanus, and whooping cough. 

However, there is still a problem with regard to 
preschool children. Records indicate that of the four- 
teen paralytic cases this year so far, six (just under 
one-half) were under six years of age, five were over 
twenty years of age, and only three between the ages 
of six and twenty. Of these, five had no immuniza- 
tion at all, five had less than three shots, three had 
three or more shots, and the immunization status 
of one is not known. 

It is obvious that the preschool group is still the 
one most vulnerable to attack by crippling poliomye- 
litis and it is to this group that we must address our 
most earnest efforts if we are ever to really eliminate 
the needless crippling and death caused by this dis- 
ease. 
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HEART BEATS: 


(This material is provided by the Michigan Heart Association) 


P.M. 

2:00 Panel: “Unexplained Big Heart” 
The annual “Michigan Heart Day” of the Michi- (1) ‘Aiicwer 1 aan, MD. 

gan Heart Association will be held at the Statler- Cleveland Metropolitan General Hospital 

Hilton Hotel, Detroit, Michigan, February 10, 1962. Concept of Autoantibodies to Heart” 

The scientific program will be as follows: (2) Orro Sapuir, M.D., Director, Department of 
Pathology 

Michael Reese Hospital, Chicago 

“Pathological Aspects” 


Michigan Heart Association 


A.M. 

9:00 E. Cowrss Anprus, M.D. 
Past President, American Heart Association 

9:45 J. Scorr Butrerwortu, M.D. 
President-elect, American Heart Association 
Auscultation of the Heart” 


(3) Panel Discussion: 


Drs. Kaplan, SAPHIR, ANDRUS, BUTTERWORTH, 
Sones, JOHNSTON, and RoBERT ZIEGLER. 


10:30 Intermission 


10:45. F. D. Jonnston, M.D. Grants-in-Aid 
Professor of Medicine, University of Michigan 


“Electrocardiogram in Cononary Disease” Applications for Michigan Heart Association Grants- 
F. Mason Sones, Jr., M.D. in-Aid for the fiscal year 1962-63 are now being ac- 
Cleveland Clinic Se pre cepted. The deadline date is December 15, 1961. For 
Angiocardiography in Coronary Artery Disease ; ; : . oe 
ae further information, contact Medical Director, Michi- 
Noon Luncheon, Annual Meeting of the Michigan Heart id 5 : 
hassaieiinn, gan Heart Association, 3919 John R. Street, Detroit 

Election of Board of Trustees. - Michigan. 





ANNUAL CLINICAL CONFERENCE 


CHICAGO MEDICAL SOCIETY 
February 27, 28, March 1 and 2, 1962 


Palmer House, Chicago 


Daily Half-Hour Lectures by Outstanding Teachers and Speakers 


on subjects of interest to both general practitioner and specialist. 


Panels on Timely Topics Teaching Demonstrations 


Medical Color Telecasts Instructional Courses 


Scientific Exhibits worthy of real study and helpful and time-saving Technical Exhibits. 


The Chicago Medical Society Annual Clinical Conference should be a MUST on the calendar 
of every physician. Plan now to attend and make your reservations at the Palmer House. 














Brief, And On Target 


PRESIDENT FROM MICHIGAN—Traian Leucutia, M.D., has 
been installed as president of the American Roentgen Ray Society. 
Dr. Leucutia is director of the Division of Radiation Therapy at 
Harper Hospital in Detroit and assistant professor of radiology at 
the Wayne State University College of Medicine. 

A native of Romania, Dr. Leucutia received his medical degree 
from the University of Budapest in 1916 and attended post-graduate 
studies at the University of Paris and Cambridge University in 
England. He completed his residency in radiology at Harper Hospital 
in Detroit in 1924. 


* * * 


PRESENTED AWARD—William L. Brosius, M.D., Detroit, has 
been honored for his technical contributions in the battle against 
tuberculosis. He received from the Michigan Thoracic Society the 
Bruch H. Douglas Award, founded in memory of Detroit’s former 
health commissioner. The award is made annually to a person who 
has made an outstanding contribution in the field of tuberculosis. 


*« * * 


HONORED—John R. G. Gosling, M.D., Ann Arbor, has received 
a $500 Distinguished Service Award from the University of Michigan. 
Made possible by the U-M Chicago Alumni Club, the award lauds 
his work at the University of Michigan School of Medicine. 


* * * 


SAMA INVITES EXHIBITS—Medical students, interns and resi- 
dents desiring to have their scientific exhibits shown at the 12th 
annual convention of the Student American Medical Association, 
May 9-13, 1962, in Washington, D. C., should file their applications 
early, according to Russell F. Staudacher, executive director of the 
Student American Medical Association. Under the new rules for 
the SAMA-Lakeside Scientific Exhibit Assembly, only 24 exhibits 
will be accepted for showing at the 1962 Convention. All will 
compete for the 1962 Lakeside Awards. 


i. 


PRESIDENT-ELECT—At their recent annual meeting in Cleveland, 
M. K. Newman, M.D., Detroit, was made president-elect of the 
American Academy of Physical Medicine and Rehabilitation. Doctor 
Newman also presented a paper at the American Congress of Physical 
Medicine and Rehabilitation in Cleveland, entitled “Clinical Aspects 
of Pain: Electromyographic, Plethysmographic and Dermohmmetric 
Studies with Reference to Trauma and Control Patients.” 
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How to restore 
your patient's 


allergic balance 





the ‘‘classic’’ way 
... use specific 
desensitization for 


LASTING 
IMMUNITY 


For General Medicine, 
Internal Medicine, 
Eye, Ear, Nose, Throat, 


Pediatrics and Dermatology 


ALLERGIC BALANCE is determined by 
skin testing. Diagnostic Sets $2 and up. 
Skin test your patients quickly and 
safely in your own office. 


LASTING IMMUNITY is achieved by 
desensitization, economically, with 
IMMUNOREX, the ‘'classic’’ treatment 
(contains only the specific irritants to 
which your patient reacts). 


Send TODAY for a complete 
B A R catalogue and, if you wish, a 
Physician's Handbook and 
Manual for Nurse Assistant; 


to Barry's Allergy Division. 
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Since 1928 
Berry Laboratories, Inc. © Detroit 14, Michigan 
Manufacturers of Biologicals and Pharmaceuticals 
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FELLOWSHIPS EXTENDED—The Association of 
American Medical Colleges has announced the extension of the 
Foreign Fellowships for Medical Students program which is 
sponsored by Smith Kline & French Laboratories, Philadelphia 
pharmaceutical firm. Originally set up for a three-year term 
and due to expire in 1962, the program is to be extended 
through 1963. Applications are being accepted, and will be 
processed in February, 1962. Students should obtain applica- 
tion forms and instruction sheets from their deans 


ce *& 


CITED AS VOLUNTEER—tThe Michigan Tuberculosis 
Association named a past president, Max L. Lichter, M.D., 
Melvindale, as its “Outstanding Volunteer of the Year” and 
honored him at the 54th annual meeting in East Lansing. Dr. 
Lichter served as president of the Christmas Seal organiza- 
tion from 1957 to 1959 and also as Wayne County campaign 
chairman on several occasions. 


2 


GIVES CANCER TALK—Herbert J. Robb, M.D., 
Allen Park, on behalf off the Michigan Cancer Co-ordinating 
Committee, recently addressed the Gratiot-Isabella-Clare 
County Medical Society at Mt. Pleasant. His subject was 
Modern Surgical Procedures in Cancer 


* * * 


HONORED—E. |. Carr, M.D., Lansing, has been 
elected chairman of the board of trustees of the United 
States Section, International College of Surgeons 


* +. * 


WINDSOR MEETING—tThe Annual Meeting of the 
Ontario Medical Association will be held in Windsor, On- 


tario, with the scientific sessions beginning May 14 


* * * 


NEW RESEARCH CENTER—The University of 
Michigan and the School of Public Health jointly will estab- 
lish a “Center for Research in Diseases of the Heart and 
Circulation and Related Disorders.’’ The Center will be 
financed by a seven-year program project grant from the 
U.S. Public Health Service totalling about $500,000 per 
year. The program will be carried out in field stations, 
laboratories and other existing buildings. No additional 


physical facilities are planned at this time 


* + * 


NAME CHANGED—Members of the Michigan Tu- 
berculosis Association voted a constitutional change in the 
name of their organization at the 54th annual meeting in 
East Lansing. The new name is “Michigan Tuberculosis 
and Respiratory Disease Association.” The change in name 
coincides with a growing program of research into the field 
of respiratory diseases such as emphysema, asthma, bronchi- 
tis and histoplasmosis. The change was recommended by a 
committee which included many representatives from the field 
of medicine 

* * * 


AUTHOR—Vlado Getting, M.D., Ann Arbor, con- 
tributed to two documents on community health practice 
just published at the University of Michigan. 

* * * 

ASSIST COACHES—Four doctors served as con- 
sultants for a session at the one-day Athletic Injury Confer- 
ence for high school coaches, trainers and team physicians 
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Hard Working Handle 


holds your instrument cost down 


One Welch Allyn handle 
powers all these Welch 
Allyn instrument heads — 
and many more. Add in- 
struments as you need them 
with no more expense for 
handles. 

No battery replacements — 
this handle has recharge- 
able batteries. Beryllium 


copper collar spring for 
permanent snug instrument 
fit. Positive-off rheostat 
prevents turning on power 
accidentally. Ask your 
dealer to show you Welch 


Allyn’s 717 handle. 


Handles also available 
for use with standard 
dry cell batteries. 


MEDICAL ARTS OF GRAND RAPIDS 


Four Locations to Serve You: 


Li? ok Poeee e 














SUPPLY CO., 311 State St., S.E. 
PHARMACY, 20-24 Sheldon, S.E. 


at the University of Michigan. The four specialists included 
Doctors Robert Bailey, George Koepke, Marvin Pollard and 
Richard C. Schneider, all of Ann Arbor. 

~ . * 

GIVEN "DSA"—Leslie V. Burkett, Flint City and 
Genesee county health officer, was selected at the fall Michi- 
gan Health Officers Association to receive a “Distinguished 
Service Award.” The award recognizes his “lasting and out- 
standing contributions to public health in Genesee County 
and in the State of Michigan.” 
Council of Hospital Survey and Construction, and is a 
former president of MHOA and the Michigan School Health 
Association. 


He has been active in the 


* oa * 


LONG SERVICE CITED—Frank T. Moran, M.D., of 
Romeo, recently received a 20-year service pin from the 
Mount Clemens Selective Service Board for his long service. 

* * « 

HONORED AT MARQUETTE—Lloyd W. Howe, 
who has practiced at Marquette since 1915, was given a 
plaque by St. Luke’s Alumnae Association there recently 
to St. 


“for years of devoted service and guidance” Luke’s 


Hospital. 


* rt ~ 


DOUBLE DONORS—Sheldon Kantor, M.D., now in 


his residency at Sinai Hospital, Detroit, named the “Out- 


November, 1961 


DRIVE-UP PHARMACY, 311 State St., S.E. 
RAMONA PHARMACY, 515 Lakeside Drive, S.E. 


standing Intern of the Year’ and also first award for his 
scientific paper at the hospital alumni day program. 


* x - 


MEETINGS LISTED—Detroit Oto-Laryngological So- 
December 20, 
1962; February 21, 1962; March 21, 1962 


1962, (Joint Meeting at Ann 


ciety announces the following meeting dates 
1961; January 17, 
April 18, 
Staff); May 16, 1962, (Harper and Receiving staffs). 


Arbor, University 


* * * 


CLINICAL CONFERENCES—The second or third 
Wednesday of each month, October, 1961 to April, 1962, 
at the University of Michigan Medical Center: December 13, 
Urology; January 10, 1962, Neuro-surgery; February 14, 1962, 
Surgery; March 14, 1962, Orthopedic Surgery; April 11, 1962, 
Surgery. 

+. * * 


BLOOD SYMPOSIUM SET—The Tenth 
Symposium on Blood will be held at Wayne State Univer- 
19-20 


Annual! 
sity, Detroit, January The presentation of papers 
is scheduled to begin at 9 a.m., January 19. Facilities for a 
group dinner and social get-together are being reserved for 
The 
12 noon, January 20. 


that evening. scientific session will be from 9 a.m. 


until The symposium will be held 


at the headquarters of the Wayne County Medical Society. 
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MEETINGS U.S.A. 
November 

American College of Chest Physicians, Interim Session, 
Brown-Pallace Hotel, Denver, Nov. 25-27. Mr. Murray 
Kornfeld, 112 E. Chestnut St., Chicago 11, Executive Di- 
rector. 

American Medical Association, Clinical Meeting Denver, 
Nov. 26-30. Dr. F. J. L. Blasingame, 535 N. Dearborn St., 
Chicago 10, Executive Vice-President. 

American Society of Hemotology, Ambassador Hotel, Los 
Angeles, Nov. 27-29. Dr. John W. Rebuck, Henry Ford 
Hospital, Detroit 2, Secretary. 

Conference on Graduate Medical Education, Nov. 30-Dec. 
1. Dr. Paul Nemir, Jr., Dean, Graduate School of Medicine, 
University of Pennsylvania, Philadelphia 4 

National Conference on the Medical Aspects of Sports 
(Third), Cosmopolitan Hotel, Denver, Nov. 26. Fred V. 
Hein, Ph.D., Secretary, AMA Committee on the Medical 
Aspects of Sports, 535 N. Dearborn St., Chicago 10. 

Radiological Society of North America, Inc., Palmer House, 
Chicago, Nov. 26-Dec. 1. Mr. Maurice D. Frazer, 3145 O 


Street, Lincoln, Neb., Secretary. 


December 


American Academy of Dermatology and Syphilology, Palmer 
House, Chicago, Dec. 2-7. Dr. Robert R. Kierland, Mayo 
Clinic, Rochester, Minn., Secretary-Treasurer. 


1962 


January 
American Academy of Orthopaedic Surgeons, Palmer 
House, Chicago, Jan. 27-Feb. 1. Mr. John K. Hart, 29 East 
Madison St., Room 910, Chicago 2, Executive Secretary. 


February 


American Academy of Allergy, Denver-Hilton Hotel, Den- 
ver, Feb. 5-7. Mr. James O. Kelley, 756 North Milwaukee 
St., Milwaukee 2, Executive Secretary. 

American Academy of Forensic Sciences, Drake Hotel, 
Chicago, Feb. 22-24. Dr. W. J. R. Camp, 1853 W. Polk St., 
Chicago 12, Secretary-Treasurer. 

American Academy of Occupational Medicine, Pittsburgh, 
Pa., Feb. 7-9. Mr. William C. Stronach, 20 N. Wacker Dr., 
Chicago 6, Executive Director. 

Central Surgical Association, Cincinnati, Feb. 22-24. Dr. 
Carl E. Lischer, 457 N. Kingshighway, St. Louis 8, Secretary. 

Congress on Medical Education and Licensure, Palmer 
House, Chicago, Feb. 3-6. Dr. Walter S. Wiggins, 535 N. 
Dearborn St., Chicago 10, Director, AMA Council on Medical 
Education and Hospitals. 

Society of University Surgeons, Cleveland, Feb. 8-10. Dr. 
C. Frederick Kittle, University of Kansas Medical Center, 
Kansas City 12. 


BRIGHTON HOSPITAL 


A non-profit foundation 


FOR ALCOHOLISM 


A facility designed to rehabilitate or to aid the addict in arresting his addiction. 


Brighton Hospital meets the standards 
established by the Michigan State 
Board of Alcoholism and is recom- 
mended by that Board. 


12851 East Grand River 


One block south of U. S. 16 at Kensington Road 


Brighton, Michigan 
ACademy 7-1211 
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March 
American College of Surgeons, Sectional Meeting, Shera- 
ton-Cadillac Hotel, Detroit, March 5-7. Dr. William E 
Adams, 40 E. Erie St., Chicago 11, Secretary. 


April 
Aerospace Medical Association, Atlantic City, April 9-12 


Dr. William J. Kennard, Washington National Airport, Wash- 
ington 1, D. C., Executive Vice-President. 


American Academy of General Practice, Las Vegas, Nev., 
April 6-13. Mr. Mac F. Cahal, Volker Blvd., at Brookside, for baby 


.Kansas City 12, Mo., Executive Director. 


American Academy of Neurology, Statler-Hilton Hotel, 
New York City, April 23-28. Mr. Thomas D. Swedien, 4307 
E. 50th St., Minneapolis 17, Executive Secretary. for mother 


American Academy of Pediatrics, spring meeting, Statler- 
Hilton, New York City, April 30-May 2. Dr. E. H. Christoph- 
erson, 1801 Hinman Ave., Evanston, Ill., Executive Director for grandpa 


American Association for Thoracic Surgery, Chase-Park 
Plaza Hotel, St. Louis, April 16-18. Dr. Henry T. Bahnson, 


Johns Hopkins Hospital, Baltimore 5, Secretary. 
Qage 


American College of Allergists, Hotel Radisson, Minne- 
apolis, April 1-6. Dr. Maurice C. Barnes, 1310 Austin Ave., groups 
Waco, Texas. 


American College of Obstetricians and Gynecologists, 
Palmer House, Chicago, April 2-5. Mr. Donald F. Richard- 
son, 79 W. Monroe St., Chicago 3, Executive Secretary. 


American College of Physicians, Bellevue-Stratford Hotel, 
Philadelphia 4, Executive Director. 
American Proctologic Society, Deauville Hotel, Miami 


Beach, April 30-May 3. Dr. Norman D. Nigro, 7815 E 


Jefferson Ave., Detroit 14, Secretary. OIN ' M 


American Society of Internal Medicine, Benjamin Franklin t th a 
Hotel, Philadelphia, April 6-8. Mr. G. Tod Bates, 350 Post oe ere 


: ; ; ’ ; ; ri n im heali i 
St., San Francisco 8, Executive Director. lubricate, and stimulate healing in 


Industrial Medical Association, Pick-Congress Hotel, Chi- cae " rash ? chafing 
cago, April 10-12. Dr. Emmett B. Lamb, 23 East Ohio St., irritations - lacerations 
Indianapolis 4, Secretary. 1 

; ulcerations - burns 


DESITIN OINTMENT...the pioneer external cod 
liver oil therapy for care of the skin in every 
member of the family. 


SPEAKS IN DETROIT—Improving employe relations Request samples from... 
in Michigan hospitals was the theme of the third annual DESITIN CHEMICAL COMPANY 
hospital personnel conference in Detroit, November 2-3. The 812 Branch Avenue, Providence 4, R. 1. 
conference, sponsored by the Michigan Hospital Association, 


‘ : ai also available: 
was directed toward hospital board members, administrators, 


DESITIN HC OINTMENT with Hydrocortisone 


personnel officers and department heads. Speakers included (4% or 1% Hydrocortisone) 
Richard C. Bates, M.D., Lansing. anti-inflammatory, antipruritic steroid en- 
hanced by the soothing, healing Desitin for- 
mula to control inflamed, itchy, eczematous 
and allergic skin conditions. 


* * 7 


GIVES ADDRESS—Reed M. Nesbit, M.D., Ann Arbor, 
spoke about “Acute Renal Failure, a Rationale for Treatment 
and Prophylaxis” at the Detroit Branch of the American 
Urological Association, November 15, at the Wayne County 
Medical Society building. 
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Plainwell 


Sanitarium 
PLAINWELL, MICHIGAN 
Member American Hospital Association 
EDWIN M. WILLIAMSON, M.D. 
Psychiatrist-in-Chief 
Professional care for the nervous 
and mentally ill. 
Telephone MUrray 5-8441 


Rest/ul Six-acre Estate Overlooking the Kalamazoo River 








Michigan tuthors 


Melvin L. Selzer, M.D., Thomas Murphy, M.D., 
and Fariborz Amini, M.D., Ann Arbor, “Change of 
Supervisor and Psychotherapeutic Progress,” Archives of 
General Psychiatry, August, 1961. 

Albert E. Heustis, M.D., Lansing, “Local Health 
Services: How Do We Measure Up,” Canadian Journal of 
Public Health, June, 1961. 

Edmond L. Cooper, M.D., Detroit, “The Surgical 


Management of Secondary Exotropia,” Transactions, Ameri- 








can Academy of Ophthalmology and Otolaryngology, July- 
August, 1961. 


A. D. Ruedemann, Jr., M.D., Detroit, and Werner 
a Noell, M.D., Buffalo, New York, “The Electroretino- 
gram in Central Retinal Degeneration,’ Transactions, Ameri- 
can Academy of C phthalmology and Otolaryngology, July- 
August, 1961. 

Barbara Wiard Streeten, M.D., Ann Arbor, “The 
Sudanophilic Granules of the Human Retinal Pigment Epithe- 
lium,” Archives of Ophthalmology, September, 1961. 


Wilton A. Rightsel, Ph.D,, Ruth A. Keltsch, B.S., 
and Alton R. Taylor, Ph.D., Detroit, Joseph D. Boggs, 
M.D., Chicago, and |, Wm. McLean, Jr., M.D., Detroit, 
Status Report on Tissue-Culture Cultivated Hepatitis Virus. 
I. Vorology Laboratory Studies,” Journal, American Medical 
Association, September 9, 1961. 


Joseph D. Boggs, M.D., and Richard B. Capps, 
M.D., Chicago; Charles F. Weiss, M.D., Ann Arbor, and 
1. Wm. McClean, Jr., M.D., Detroit, “Status Report 
on Tissue-Culture Cultivated Hepatitis Virus. II. Clinical 
Trials,” Journal, American Medical Association, September 
9, 1961. 

Frank N. Ritter, M.D., Ann Arbor, “A Clinical Study 
of Actinomycosis,’ Archives of Otolaryngology, September, 
1961. 

Delmar F. Weaver, M.D., Detroit, “Cancer of the 
Ethmoid Sinuses,” Archives of Otolarygology, September, 
1961, 

Bruce Proctor, M.D., Detroit, “Tympanoplasty,” 
Archives of Otolaryngology, September, 1961. 

Carey P. McCord, M.D., Ann Arbor, “Man and His 
Environment, A Conference Résumé,” Industrial Medicine and 
Surgery, September, 1961. 

Thomas Francis, Jr., M.D., Ann Arbor, “Biological 
Aspects of Environment,’ Industrial Medicine and Surgery 
September, 1961. 

Roger P. Smith, Ph.D., and David M. Smith, M.D., 
Hanover, New Hampshire, and Detroit, “Acute Ipecac Poison- 
ing,’ The New England Journal of Medicine, September 14, 
1961. 


W. Robert Day, M.D., Portland, Oregon, and Roy 


M. Goethe, M.D., Midland, “Chronic Meningococcemia 
in Infancy,” Northwest Medicine, September, 1961. 


Richard H. Mead, M.D., Book, “A History of Thoracic 
Surgery,” Springfield, Illinois: Charles C Thomas, publisher. 





Medica! Staff 

Robert J. Bahra, M.D. 
Dean P. Carron, M.D. 
Francis M. Daignault, M.D. 


Gordon C. Dieterich, M.D. 
Stuart M. Gould, Jr., M.D. 
Leonard E. Himler, M.D. 
Stephen C. Mason, M.D. 





Established 1924 


MERCYWOOD SANITARIUM 


Conducted by Sisters of Mercy 


Treatment for Emotional and Mental Disorders 


JACKSON ROAD 
ANN ARBOR, MICHIGAN 
NOrmandy 3-857! 
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When patients are older, debilitated, or just plain finicky 
... give them a vitamin tablet they can swallow 


This is just another “plus” when you specify an 
Abbott Vitamin. The Filmtab coating cuts tablet 
size as much as 30%. Bulky sugar coats and sub- 
coats aren’t needed, and aren't used. 


It isn’t very hard to prove this point of compact- 
ness. You can check it for yourself in seconds by 
comparing the Filmtab coated products on the fol- 
lowing page with any similar sugar-coated tablets. 


Perhaps you may wonder how a coating so micro- 
scopically thin can protect the stability of a product. 
The fact is that stability is actually enhanced. Un- 
like sugar coatings, the Filmtab covering is ap- 
plied without water. There is virtually no chance of 
moisture degradation to nutrients. Jn short, Filmtab 
coatings help make tablets better; 
make tablets better for each patient. 


assoTT 


@FiLMTAB—FILM-SEA 








That’s one thing about Abbott vitamins. People like taking them. They’re smaller. You 
don’t smell and taste the vitamins. And, the bottle stays right on the table. Easy to take. 


ACTUAL SIZE 


OF EACH 
FILMTAB® 


DAYALETS® Abbott’s maintenance 
multivitamin formula. 


DAYALETS-M?® Abbott’s maintenance 
vitamin-mineral formula. 

Ideal for the nutritionally run-down, or 
as prophylaxis for people who are on 
restricted diets. 

OPTILETS® Abbott’s therapeutic mul- 
tivitamin formula. 

OPTILETS-M®* Abbott’s therapeutic 
vitamin-mineral formula. 


Excellent for use when bodily stresses 
and requirements are increased, as in 
periods of illness or infection. 


SURBEX-T™ Abbott's high-potency 
B-Complex formula with 500 mg. of 
vitamin C, 

SUR-BEX® WITH C Smaller dosage 
of the essential B-Complex and C. 
For the build-up in convalescence. 
Therapeutic replenishment in the eas- 
iest manner possible. 


Attractive daily- 
reminder table bottles 


at no extra cost. 


Vitamins by Abbott 
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JOHN A, BELISLE, M.D., forty-seven, director of 
psychiatry at Wayne County General Hospital, died Sep- 
tember 13, 1961. 

Born in Detroit, Doctor Belisle was graduated from the 
University of Detroit in 1935 and from the Wayne State 
University College of Medicine in 1939. He interned at 
Receiving Hospital in Detroit and received his training in 
psychiatry at Wayne County General Hospital, Eloise. He 
served four years in the Army during World War II, return 
ing to Eloise in 1945. At the same time, he joined the 
teaching staff of Wayne State University College of Medi 
cine. He became director of psychiatry at Wayne County 
General in 1955. 

He was certified by the American Board of Psychiatry 
and Neurology and was a member of the American Psychiatric 


Association. 


CLIFFORD P. CLARK, M.D., seventy-five, retired 
Flint obstetrician, died August 27, 1961, at his home in 
Miami, Florida. 

A graduate of Wayne State University College of Medi- 
cine, he was president of the Genesee County Medical 
Society in 1934. He retired from practice in Flint in 1951 
and moved to Miami. 

Doctor Clark was a Life Member of the Michigan State 
Medical Society and the Flint Academy of Surgery, and 
a member of the American College of Surgeons 


OTTO O. FISHER, M.D., eighty, retired Detroit phy- 
sician and nationally-known collector of rare books and 
manuscripts, died September 15, 1961. 

In addition to his collection of 20,000 books and manu- 
scripts, he had wide interests in aviation and science. He 
was a past president of the Friends of the Detroit Public 
Library and a member of the board of publications at 
Wayne State University. 

For many years prior to his retirement in 1945, Doctor 
Fisher was industrial surgeon for the Hudson Motor Car 
Company and was credited with establishing one of the 
first modern industrial first-aid units there. 

A graduate of Johns Hopkins University, he served as 
an infantry major in World War I. 


WILLIAM L. KEMP, M.D., sixty-five, Birmingham 
pediatrician since 1927, died September 12, 1961. 

Dr. Kemp was head of the pediatrics department at Wil- 
liam Beaumont Hospital, a staff member of Henry Ford Hos- 
pital, and attending pediatrician at Children’s Hospital, De- 
troit. 

A native of St. Clair, Doctor Kemp was a 1922 graduate 
of the University of Michigan and continued his medical 
studies there. He served his internship and residency at 
Henry Ford Hospital, followed by two years of postgraduate 
work as a resident at Research Educational Hospital, Chi- 
cago. 
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The most significant 
advance in analgesics 
since the isolation of 


morphine in 18SO5 
Remarkable effectiveness 


and greater freedom 

from side reactions 

in the widest range 
of clinical applications 


FOR PAIN 


NUMORPHAN’ 


RAND OF OXYMORPHONE, ENDO 


clinically tested for 5 years/evalu- 
ated in 120 U.S. hospitals/over a 
ait quarter of a million doses given/ 
PAIN RELIEF, more than 25,000 patients treated 


SUPPLIED: 
Vials: 10 cc., singly and in boxes of three. 
Ampuls: 1 cc. and 2 cc., in boxes of 12 and 100. 


(Each cc. of NUMORPHAN* contains 1.5 mg. 
oxymorphone as the hydrochloride.) 


Suppositories: 2 mg. and 5 mg., in boxes of 6. 
A TER, ARE TE CT 


THE G. A. INGRAM COMPANY 
4444 Woodward Avenue, Detroit 1, Mich. 


°U. S. Pat. 2,806,033 
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He was a Diplomate of the American Academy of Pedi 
atrics, and Trustee of the Detroit Pediatrics Society, the 
Child Research Center of Michigan, and Brookside, Kings- 
wood and Cranbrook Schools. He had been a trustee of 
the Children’s Fund of Michigan. In addition, he was a 
member of the Michigan Youth Commission, former member 
of the Michigan State Council of Health and had served 
as director of health for the city of Birmingham. 


JACOB S. WENDEL, M.D., seventy-six, Detroit phy- 
sician for forty-five years, died September 6, 1961. 

Dr. Wendel was graduated from the University of Michi- 
gan Medical School in 1913. He was a Life Member of the 
Michigan State Medical Society and a past president of 
the Detroit Academy of Medicine and the Detroit Ear, Nose 
and Throat Society. He was also a member of the Detroit 
Athletic Club, Detroit Golf Club, and a founder and past 
president of the Harper Hospital Civil War Club, which 


was devoted to study and discussion of the war. 


GEORGE W. WILLIAMSON, M.D., sixty-five, Dun 
dee physician since 1934, died August 12, 1961. 

Dr. Williamson was graduated from the University of 
Michigan Medical School and practiced in Deerfield, Michi- 
gan, before beginning practice in Dundee in 1934. He was 
a native of Brooklyn, New York. 


In 1960, persons aged sixty-five and over constituted more 
than 9 per cent of the population compared with 4 per cent 
in that age group in 1910. 
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oca-Cola, too, has its place 
inawellbalanced diet. As a 
pure, wholesome drink, it 
provides a bit of quick energy.. 
brings you back refreshed after 
work or play. It contributes to 
good health by providing a 
pleasurable moment’s pause 
from the pace of a busy day. 











Plan Now 
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1962 
Michigan Clinical Institute 
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February 28, March 1 and 2, 1962 


Closed Circuit Clinical Color TV 
Excellent Programs and Exhibits 
Residents and Interns Conference 


Morning Discussion Groups 
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The Doctor's Library 


Acknowledgments of all books received will be made in this 
column, and this will be deemed by us as full compensation 
to those sending them. A selection will be made for review, 
as expedient. 








SYSTEM OF OPHTHALMOLOGY. Edited by Sir Stewart 
Duke-Elder. Vol. Il. THE ANATOMY OF THE VISUAL 
SYSTEM. By Sir Stewart Duke-Elder, G.C.V.O., F.R.S., 
and Kenneth C. Wybar, B.Sc., M.D., Ch.M., F.R.C.S., Lec- 
turer in Ophthalmology, University of London; Ophthalmic 
Surgeon, Moorfields Eye Hospital, and the Royal Marsden 
Hospital. 842 illus.; 3 colored plates. St. Louis: The C. 
V. Mosby Company, 1961. Price $30.00. 


Sir Stewart Duke-Elder for many years has been a most 
profuse researcher and writer in all topics having to do with 
ophthalmology. He is now in the process of producing a 
15-volume set. Volume II, The Anatomy of the Visual Sys- 
tem, contains 900 pages of the most up-to-date and detailed 
information involving every possible part of the anatomy, 
reviewing in detail the history and all possible approaches to 
the minute microscopic anatomy of the eye and its ramifica- 
tions. Duke-Elder has a style which is his own, easy read- 
ing, interesting, profuse with illustrations and examples. Every 
chapter is followed by an average of about a page of refer- 
ences. This book is an invaluable addition to any ophthal- 
mological library and is completely up to date in every detail 


Books Received 


GASTRIC CYTOLOGY. Principles, Methods and Results. By 
Rudolf Otto Karl Schade, M.D. (Dunelm), M.D. (Tuebin- 
gen), L.R.C.P., M.R.C.S., Senior Lecturer, Department of 
Pathology, Royal Victoria Infirmary, Kings College, Univer- 
sity of Durham. London: Edward Arnold (Publishers) 
Ltd. Price, $8.00. 


‘HE OLDER PATIENT. By twenty-one authors. Edited by 
Wingate M. Johnson, M.D., Chief of Staff, Private Diag- 
nostic Clinic, and Professor Emeritus of Clinical Medicine, 
Bowman Gray School of Medicine of Wake Forest College. 
New York: Paul B. Hoeber, Inc., Medical Division of 
Harper & Brothers. Price, $14.50. 


CONGENITAL MALFORMATIONS. Ciba Foundation Sym- 
posium. Editors for Ciba Foundation: G. E. W. Wolsten- 
holme, O.B.E., M.A., M.B., M.R.C.P. and Cecilia M. 
O’Connor, B.Sc. 91 illus. Boston: Little, Brown and Com- 
pany. Price, $9.00. 


RESPIRATION PHYSIOLOGIC PRINCIPLES AND THEIR 
CLINICAL APPLICATIONS. By P. H. Rossier, A. A. Buhl- 
mann, K. Wiesinger. Edited and translated from the Ger- 
man edition by Peter C. Luchsunger, M.D., Chief of Pul- 
monary Physiology Research Laboratory, Mt. Alto Veter- 
ans Administration Hospital, Washington, D. C.; Assistant 
Professor of Medicine, Georgetown University School of 
Medicine, Washington, D. C., and Kenneth M. Moser, 
M.D., Head of Chest and Contagious Disease Branch, U. S. 
Naval Hospital, National Naval Medical Center, Bethesda, 
Md.; Instructor in Medicine, Georgetown University School 
of Medicine, Washington, D. C. 95 illus. St. Louis: C. V. 
Mosby Company, 1960. Price, $15.75. 


LIGHT COAGULATION. By Gerd Meyer-Schwickerath, 
M.D., Chief Municipal Eye Clinic, Essen, Professor of 
Ophthalmology, University of Bonn. Translated by Stephen 
M. Drance, M.B., F.R.C.S. (Eng.), Associate Professor of 
Ophthalmology, University of Saskatchewan, Saskatoon, 
Canada. 55 illus; 7 in color. St. Louis: C. V. Mosby 
Company, 1960. Price, $9.00. 


HEALTH PHYSICS INSTRUMENTATION. _ International 
Series of Monographs on Nuclear Energy. General Editors: 
R. A. Charpie and J. V. Dunworth. By John S. Handloser, 
Brookhaven National Laboratory, Upton, N. Y. New York- 
London-Oxford-Paris: Pergamon Press, 1959. Price, $6:50. 


DRUGS OF CHOICE, 1960-1961. Editor: Walter Modell, 
M.D. Director, Clinical Pharmacology, and Associate Pro- 
fessor of Pharmacology, Cornell University Medical Col- 
lege; Attending Physician, New York Veterans Adminis- 
tration Hospital; Associate Visiting Physician, Bellevue 
Hospital; Member, Poison Control Advisory Board of New 
York City; Member, Revision Committee, United States 
Pharamacopeia XVI; Editor, Clinical Pharmacology and 
Therapeutics. St. Louis: C. V. Mosby Company. Price, 
$13.50. 
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THE DOCTOR'S LIBRARY 


ANOREXIA NERVOSA. A Psychosomatic Medicine Mono- 
graph. Its History, Psychology, and Biology. By Eugene L. 
Bliss, M.D., Associate Professor of Psychiatry, University 
of Utah College of Medicine, and C. H. Hardin Branch 
M.D., Professor and Head of Utah College of Medicine 
New York: Paul B. Hoeber, Inc., Medical Division of Harp- 
er & Brothers. Price, $5.50. 


VIRUS VIRULENCE AND PATHOGENICITY. Ciba Foun- 
dation Study Group No. 4, in honor of Prof. J. Mulder. 
Editors for the Ciba Foundation: G. E. W. Wolstenholme, 
O.B.E., M.A., M.B., M.R.C.P. and Cecilia M. O’Connor 
B.Sc. 13 illus. Boston: Little, Brown and Company. 


THORACIC SURGERY BEFORE THE 20TH CENTURY. By 
Lew A. Hochberg, B.S., M.A., M.D., C.M., F.A.C.S., 
F.C.C.P., and F.A.C.C., Consultant Thoracic Surgeon, 
Lutheran and Sea View Hospitals; Visiting Thoracic Sur- 
geon, Coney Island Hospital; Attending Thoracic Surgeon, 
Adelphi, Beth-El, Brooklyn Hebrew Home, Jewish Chronic 
Disease and Unity Hospitals; Associate Surgeon, Caledon- 
ian and Prospect Heights Hospitals. New York-Washing- 
ton-Hollywood: Vantage Press. Price, $15.00 


THE CONCISE ENCYCLOPEDIA OF MODERN SURGERY. 
By James Hale Rutledge, B.S., M.D., F.A.C.S. Illustrated 
by the author. Philadelphia and New York: Chilton Com- 
pany—Book Division, 1961. Price, $8.00. 





COMMUNICA TIONS 


John M. Dorsey, M.D. 
Wayne State University 
Detroit, Michigan 











Dear Dr. Dorsey: 


I have just received in Hollidaysburg, Pennsylvania, where 
I am on vacation, your pamphlet “Narcotics Addiction in 
Our Community Primarily an Educational Problem.” This is 
indeed a milestone in the solution of this problem and should 
be the guidepost for local effort, with the aid of State and 
Federal units. We shall appreciate your sending us about 
twenty copies of this pamphlet. 

I am suggesting to the Director of the United Nations 
Division of Narcotic Drugs that this be inserted in the 
United Nations Bulletin on Narcotics for the enlightenment 
of local forces in the world where a problem exists. 

I hope that you will locate a suitable hospital facility soon 
so that the project can get under way 

Thanks for your diligent and forceful attention to our 
mutual problem 

Sincerely yours, 
H. J. ANSLINGER 
Commissioner of Narcotics 
U. S. Bureau of Narcotics 


Washington, D. C 


fugust 8, 1961 





Laboratory Examinations 
Tissue Diagnosis 


Allergy Tests Hematology 


Autopsies Papanicolaou Stain 
Bacteriology 
Basal Metabolism 


Chemistry 


Pregnancy Tests 
Protein Bound lodine 


Electrocardiograms _—_ Urinalysis 


Serology—Kahn and Wassermann 


CENTRAL LABORATORY 


Oliver W. Lohr, M.D., Director 
537 Millard Street 
Saginaw, Michigan 

PHONE: Pleasant 2-4100 
2-4109 





SAMMOND PLEASANT LODGE 


Offers to the elderly and chronically ill 


Peace and quiet. Freedom of a large and richly 
furnished home and acres of lawns and wooded 
rolling grounds, scientifically prepared tasty 
meals, congenial companionship. A real 


"Home away from Home” 


Approved by the American Medical Association 
and Michigan State Department of Social Wel- 
fare—Highly recommended by members of the 
Medical Profession who have had patients at 
the Lodge 


For further information write to: 


SAMMOND PLEASANT LODGE 


124 West Gates Street 


Romeo, Michigan 
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Editorial Comment 


A Fable 
Rocky Mountain Medical Journal, April, 1960 


A small private hospital of 100 beds ran efficiently 
with an administrative staff of one administrator, one 
business manager, and five secretaries. The house 
staff consisted of three residents and six interns who 
were paid by the hospital. They were taught by the 
staff doctors who were in private practice and re- 
ceived no pay. This hospital was filled with patients 
who received excellent care. There was no waiting 
list, and the people in the community were happy 
and healthy. 

Then this fine hospital was taken over by the state. 
First came the administrator with his two assistants 
and each had two secretaries. Since there was not 
enough office space, five patient rooms were converted 
into offices. Next arrived the business manager with 
his two assistants and their six secretaries and with 
them went ten more hospital beds. The efficiency 
expert arrived with an assistant and three secretaries, 
which used up five more rooms. The professional 
staff expanded to 12 full time chiefs, each with a full 
time assistant and each one with at least one secretary. 
The house staff went from nine to 55. Each de- 
partment needed a research laboratory, so more beds 
were appropriated. When the reorganization was ov- 
er, the hospital, which had been operating on a budget 
of $300,000 a year—paid by the patients, was costing 
three and a half million a year—paid by the taxpayers. 
This, of course, did not include the $300,000 received 
in federal grants for research of questionable neces- 
sity and merit—also paid by the taxpayer. 

At this time it was discovered that the need for 
office space had left only one bed for patients. Im- 
mediately each department claimed the single bed. As 
a result, the only patient in the place alternated be- 
tween complete neglect, examination, and treatment 


by the whole staff. The strain of 50 physical exam- 
inations a day, supplemented by millions of labora- 
tory tests, conflicting, cancelled, and reordered orders, 
along with infusions, transfusions, enemas, lavage, 
gavage, etc., brought on his early demise. Autopsy 
revealed death was caused by exhaustion, acute thera- 
peutic anemia, and a perforated stress ulcer. 

With the death of the single patient, the last re- 
maining bed was converted into a conference room. 
Here the staff met and after months of deliberation, 
came up with a brilliant solution—they sent a request 
to the state legislature for ten million dollars to build 
a new 100-bed hospital. 


Doctors Become Sponsors 


Flint Journal, September 16, 1961 


An unusual and most heartening contribution to 
Flint’s College and Cultural Development has been 
made by more than 100 Genesee County medical 
doctors. Their combined donations provided a $107,- 
000 sponsorship. 

The substantial financial contribution is an im- 
portant boost in furthering the campaign by the De- 
velopment’s Committee of Sponsors to meet its stated 
goals of additional buildings and expanded facilities. 

The sponsorship represents more than that, how- 
ever. The group’s endorsement of the Development 
and expressed interest in Flint’s educational and cul- 
tural opportunities serves to re-emphasize the com- 
munity consciousness and outstanding service of in- 
dividual doctors and the Genesee County Medical 
Society. 


Seven out of every ten workers covered under group 
health insurance policies issued during 1960 have the right 


to retain their health insurance protection when they retire. 
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HOME SAFETY — AND RIPPLE® Soles 


RIPPLE® Soles were shown by Esmay* to provide the greatest safety of all types of 
shoe soles tested in a study of stairway accidents. 


Details upon request. 


*ESMAY, Professor Merle L., ‘Home Stairway Safety Research Results,"’ Dept. of Agricultural Engineering, Michi- 


gan State University. 
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Protection against loss of income from 
accident and sickness as well as hospital 
expense benefits for you and all your 
eligible dependents. 


ALL 


COME FROM 


PHYSICIANS CASUALTY & HEALTH 


ASSOCIATIONS 
OMAHA 31, NEBRASKA 


Since 1902 


Handsome Professiono! Appointment Book sent to you FREE 
upon request. 


OVER 80 YEARS' 
SPECIALIZED EXPERIENCE 
IN THE RESTORATIVE 
TREATMENT OF 


“THE PROBLEM 
DRINKER” 


At The Keeley Institute your patients 
are assured of receiving: 
e the most modern, coordinated, comprehensive, 
rehabilitative regimen 
@ in addition to medical, nutritional and physio- 
therapeutic treatment, we also offer psychiatric 
diagnosis and psychotherapy 
e full cooperation throughout with the referring 
physician 
e surprisingly low cost—to cover all medical 
care, medicines, laboratory work, room and 
excellent cuisine 
You can obtain more detailed information 
by writing us direct. 
WE WELCOME YOUR REFERRALS... 


THE KEELEY INSTITUTE 
DWIGHT, ILLINOIS 


Member American Hospital Association, Member Illinois Hos- 
pital Association. Licensed by the Department of Public Health, 
State of Illinois, 

















Classified Advertising 


$2.50 per insertion of fifty words or less, with an 
additional five cents per word in excess of fifty 














PHYSICIANS WANTED: Internist and pediatrician for as- 
sociation with established multi-specialty group in Detroit. 
$16,000-$18,000 first year with annual increases. Reply: 
Box 12, 120 W. Saginaw Street, East Lansing, Michigan. 

WANTED—Part-time physician for small plant in Montague, 
Michigan. Opportunity for physician to engage also in 
private practice with only other physician in town who 
is interested in seeking an associate. Interested applicants 
should contact and send full resume to Mr. W. F. Riehl, 
Chief Supervisor, Montague Works, E. I. du Pont de Ne- 
mours & Co., Montague, Michigan. 

PARTNER NEEDED: Established general practice. Age: 
35-45. Net income $20-30,000. Object: practice good 
medicine with three months planned vacation per year. 
Midwest. Write: Box 16, Michigan State Medical So- 
ciety, 120 W. Saginaw Street, East Lansing, Michigan. 


PUBLIC HEALTH EPIDEMIOLOGIST: VI $13,885 to 
$16,391 annually, VIa $14,992 to $17,623 annually, plus all 
Michigan Civil Service benefits. To fill immediate vacancies 
in Lansing. Must be licensed to practice medicine in 
Michigan. One year of professional medical experience 
required for the VI level; three years of professional medi- 
cal experience required for the Vla level. A good knowl- 
edge of clinical medicine with a board in internal medicine, 
or eligibility for the board, is desired. For further infor- 
mation, contact Mr. Frank Krupiarz, Personnel Officer, 
Michigan Department of Health, Lansing, Michigan. 


WANTED: Nurse anesthetist for fully accredited, medium- 
size hospital in northwest Detroit. Liberal salary. Living 
quarters available near hospital. Reply: Box 17, 120 W. 
Saginaw Street, East Lansing, Michigan. 


POSITION OPEN: Nurse anesthetist, CRNA preferred, 70- 
bed hospital in northwestern Montana. Excellent oppor- 
tunity; liberal benefits. Salary open. Contact Administrator, 
Kennedy Deaconess Hospital, Havre, Montana. 


OFFICE SPACE AVAILABLE in ultra modern new profes- 
sional plaza now under construction on Lansing south 
side. Near new Lansing General, occupancy November 
and December. Ample 12C auto parking. Brochure avail- 
able, call or write Maryan A. Bowerman, Warner & Long 
Realty, 5332 S. Pennsylvania Ave., Lansing, Michigan. 
Telephone TUrner 2-2475, TU. 2-5545. 


BIRMINGHAM OFFICE: New building, high quality, air- 
conditioned and fireproofed. Approximately 1200 square 
feet (will divide). Plumbing and electrical wiring for 
medical men. Convenient central location. Ample parking. 
Immediate occupancy. Berndt, Etter and Van Maaren, Inc., 
Mldwest 4-3500. 


FOR LEASE: One or two medical suites combined in new 
Professional Building. Suitable for specialist or general 
practitioner. Excellent new hospital facilities in progressive 
central Michigan Community. Immediate occupancy. Write 
Box No. 152, 120 W. Saginaw St., East Lansing, Michigan. 


JM‘SMS 
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TESTED — Rx = APPROVED 


By 
Professional Management 


THE NEW PM WRITING BOARD 


ONE 
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Grand Rapids GL 6-178! 
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( Produces a receipt 

| Provides an up-to-date statement 
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Day and night- 
less wheezing, 
coughing, labored 
respiration in 
chronic bronchitis 
and emphysema 


New Isuprel Compound Elixir is a bal- 
anced expectorant bronchodilator. It 
contains potassium iodide to promote ex- 
pectoration and relieve dry cough. Its 
three bronchodilators, Isuprel, ephedrine, 
and theophylline, keep bronchi continu- 
ously dilated. Lumina} is included to ne- 
gate possible side effect from adrenergic 
medication and to provide very mild 
sedation for the patient. 


New Isuprel Compound Elixir alleviates 


symptoms...prolongs relief in chronic 
bronchitis and emphysema. 


Each good-tasting vanilla-flavored tablespoon 
(15 cc.) contains: 


Isuprel® (brand of isoproterenol) HCl... 2.5 mg. 
Ephedrine sulfate 

Theophylline 

Potassium iodide 

Luminal® (brand of phenobarbital) 

Alcohol 

Adult Dose: 2 tablespoons 3 or 4 times daily. 


How Supplied: Isuprel Compound Elixir is sup- 
plied in bottles of 16 fi. oz. 


New 


ISUPREL 


compound 


. 
iithnop LABORATORIES 
New York 18, N.Y. 


ISUPREL AND LUMINAL, TRADEMARKS REG. U.S. PAT. OFF. 
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AN AMES GLINIQUICK® 


Quality of diabetic control & 
Quantitation of urine-sugar 


In the diagnosis of diabetes, the urine-sugar 
test may be little more than a screening adju- 
vant. But in the everyday management of 
diabetes, the urine-sugar test is the most prac- 
tical guide we have.' Routine testing, however, 
should not only detect, but also determine the 
quantity of urine-sugar. Quantitative testing is 
essential for satisfactory adjustment of diet, ex- 
ercise and medication. Furthermore, day-to-day 
control of diabetes is in the patient’s hands. 
Quality of control is thus best assured by the 
urine-sugar test which permits the most accu- 
rate quantitation practicable by the patient. 

















CLINITEST® permits a high degree of practical accuracy and is very convenient. Its clinically stand- 
ardized sensitivity avoids trace reactions, and a standardized color chart minimizes error or 
indecision in reading results. Cuinitest distinguishes clearly the critical 4%, 42%, %4%, 1% and 

% urine-sugars. It is the only simple test that can show if the urine-sugar is over 2%.* Your nurse 
or technician will appreciate these advantages; your patient on oral hypoglycemic therapy will find 
them helpful. Furthermore, Ciinitest may be a vital adjunct in the management of the diabetic 
child or the adult with severe diabetes. 


(1) Danowski, T. S.: Diabetes Mellitus, Baltimore, Williams & Wilkins, 1957, p. 239. (2) McCune, W. G.: M, Clin. 
North America 44:1479, 1960. (3) Ackerman, R. F., et al.: Diabetes 7:398, 1958. 


FOR PRACTICAL ACCURACY OF URINE-SUGAR QUANTITATION 


Standardized urine-sugar test...with AMES 
COLOR-CALIBRATED GRAPHIC ANALYSIS RECORD enon int 


® A line connecting successive urine-sugar read- 
ings reveals at a glance how well diabetics are / 4 
cooperating. Each Cuinitest Set and tablet ,re- 


BRAND Reagent Tablets _ fill contains this physician-patient aid. os —_—— 














Now...two new products to supply 
. ° 2 . 1,3 

the iron infants and children need 

at the ages they need 1t 


TRI-VI-SOL 


VITAMIN DROPS WITH IRON 


DECA-VI-SOL 


CHEWABLE VITAMINS WITH IRON 


These two new formulations—one for infants, one for older children 
—are distinctive additions to the present line of Vi-Sol® vitamins, 
thereby providing the choice of Tri-Vi-Sol drops with and without 
iron and Deca-Vi-Sol chewable vitamins with and without iron. 
Both new products taste good. The packaging carefully limits 
elemental iron to a total of 500 mg. per bottle. Nevertheless, the 
bottles should be kept out of the reach of children. 


Tri-Vi-Sol vitamin drops with iron. Each 0.6 cc. daily dose supplies 10 mg. 
elemental iron plus safe, rational amounts of vitamins C, D and A. Supplied 
in bottles of 30 cc. 


Deca-Vi-Sol chewable vitamins with iron. Each chewable tablet supplies 10 mg. 
elemental iron and safe, rational amounts of C, D and A plus seven significant 
B vitamins. Supplied in bottles of 50 chewable tablets. 


Bibliography: (1) Jacobs, I.: GP 2/:98 (Jan.) 1960. (2) Shulman, I.: J.A.M.A. /75:118-123 
(Jan 14) 1961. (3) Moore, C. V., in Wohl, M. G., and Goodhart, R. S.: Modern Nutrition 
in Health and Disease, ed. 2, Philadelphia, Lea & Febiger, 1960, p. 243. 


10 mg. of prophylactic iron... 
logically combined for your 
convenience with two of the 
most widely used and accepted 
pediatric vitamin products 


Mead Johnson 
Laboratories 


Symbol of service in medicine acorst 








